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CONSERVATISM IN POST-OPERATIVE 
TREATMENT.* 


By S. C. Beene, M.D., 
DAVID CITY, NEBRASKA. 


I desire to enter a plea for conservatism in one 
matter of post-operative management. The plea 
may not be well grounded or may not be of sufficient 
importance to merit consideration. If so, condemn 
it. But if, on the other hand, my contention is right; 
if, as I believe, harm is being wrought upon our 
patients and even our best workers rendered liable to 
just censure, do not cast it aside lightly, but give it 
the consideration it deserves. 

I refer to the increasing tendency among surgeons 
to hasten their patients out of bed and hospital after 
grave operations. My attention was first directed to 
this matter when members of the laity began to men- 
tion frequently the shortness of time patients were 
detained by this and that surgeon. Nurses would 
speak with pride of the fact that their favorite op- 
erator would send a hernia or an appendicitis case 
home in two weeks. Then another one, not to be 
outdone, made it twelve days instead of fourteen. 
Another, to make a better showing than his com- 
petitor, shortened the period of disability to ten days, 
only to be met by a more daring rival with an eight- 
day period for a clean abdominal section. We all 
know that this is not the limit of extravangance in 
this strife to make major operations appear easy, but 
that patients, after extensive abdominal work, have 
been taken out of bed and placed in a chair on the 
third day, and allowed to walk about the room on 
the fourth. 

It is indeed creditable that the many weeks in bed 
once necessary can now be avoided by more perfect 
technic, especially in the matters of more perfect 
control of hemorrhage, of aseptic precautions, dis- 
carding irritating antiseptics, avoiding unnecessary 
traumatism, and care in suturing and suture tension. 


* Read before the Western Surgical and Gynecological Association, 
December, 1905. 


These give the best possible opportunity for nature 
to do her reparative work, but nature will work only 
so fast and there is a limit in time beyond which it 
is unsafe to urge her. My contention is that this 
limit has been overstepped and that the perfect re- 
sult which should be the aim in every case is thereby 
marred. 

The fact that harm was being done by not con- 
fining the patient to his bed a sufficient length of 
time was first suspected by me in connection with 
my own work. I had thought that if it was not 
necessary to keep patients quiet as long as had been 
customary that my patients should have the benefit 
of the shortened period. I did not want to be too 
far behind in the profession, and, with others, I 
followed the lead of my ideal surgeons. It soon be- 
come noticeable, however, that late wound suppura- 
tion was occurring more frequently than formerly. | 
Patients who had developed no abnormal tempera- 
ture and had been discharged with dry and healthy- 
appearing scars at the end of twelve or fourteen 
days, would return later with them tender, swollen 
or suppurating. At first it was thought to be due 
to using chromicized catgut. This was discarded, 
but still the cases returned with annoying regularity. 
Redoubled watchfulness of technic failed to change 
materially the unfavorable percentage. About this 
time a medical friend, in the course of conversation, 
remarked that of ten cases of abdominal section he 
had sent to a most excellent surgeon, who is an 
advocate of shortening the time of detention in 
hospital, six had suppurating wounds, four of them 
being cases of late suppuration. We discussed at 
some length the possible causes of this large per- 
centage of suppurative sequalz in clean cases. The 
conviction settled upon our minds that it is a mis- 
take to hurry patients out of bed. 

Another unfortunate operative sequel near this 
time brought the matter home to me with such force 
as to at least partly excuse any undue heat that may 
be exhibited in this paper. A young lady, a trained 
nurse, had suffered for several months with pain in 
the right groin. An operation was done upon her 
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by a competent surgeon, who removed a chronically 
inflamed appendix, about which a few adhesions had 
formed, but in which no evidence of pus presented. 
With an afebrile convalescence, she left the hospital 
on the eighth day after her operation, and within a 
week she had developed a fibrinous peritonitis, from 
the effects of which she suffers to this day, more 
than a year after her operative traumatism. It is 
difficult not to believe that this patient would have 
been well and strong if she had remained in bed 
another week or ten days, with proper care and diet. 
Reference to basic principles should remind us of 
the folly of this haste. From the beginning of sur- 
gical teaching, rest has been the first requirement of 
treatment. To secure rest is nature’s first require- 
ment in the reparative process. We hope to im- 
prove upon nature, but we must do it by aiding her 
processes—not by acting contrary to her plain teach- 
ing. In the repair of wounds, nature throws out 
an exudate to splint the parts and supply adhesive 
material for the union of divided tissues. Part of 
this exudate is organized and becomes new tissue. 
Part of it is of use only to act as a splint to secure 
rest. This unused portion is gradually absorbed, but 
not until after many days or weeks. We aid nature 
by taking away, and keeping out, materials the pres- 
ence of which adds to nature’s work. By means of 
sutures, we approximate the separated parts in their 
natural position, tissue to tissue, without undue ten- 
sion, obliterating as far as possible all dead spaces. 
We use bandages and splints to aid in securing local 
rest and we put the whole body as nearly as possible 
at absolute rest, that all the vital energy available 
may be directed to the reparative work. We limit 
the diet to avoid the strain and toxins of indigestion. 
Now, when this work is but well begun is it wise to 
put the patient on his feet and thus help undo what 
we have been so assiduously endeavoring to do? 
Late wound suppuration has been mentioned as 
one of the results of insufficient detention. From 
the beginning of repair until it is wholly completed, 
nature wages war against morbific germs that in 
spite of all our efforts always gain access to the 
weakened tissues. The skin harbors them, defying 
water, friction and chemicals. The blood is likely 
to carry some, the air is seldom so thinly inhabited 
by them as not to deposit a few on the battlefield. Is 
it not poor strategy to demolish the fortifications 
and withdraw a part of the forces when the most 
dreaded enemy, pyogenic bacteria, is just getting its 
second wind? For it is rallying at about the time the 
over-enthusiastic surgeon turns his patient out into 
the world. If readily absorbable suture material has 
been used, it is then in that gelatinous state most 


favorable for invigorating the spores of certain 
germs that are seldom destroyed completely in the 
process of sterilization. If non-absorbable sutures 
have been selected, they have just been removed, 
dragging in their wake some of the reserve of the 
enemy that have been gamboling in the deeper layers 
of the epithelium. If firm sutures remain, unneces- 
sary movements cause them to pull upon the yet 
tender tissues from which escapes blood or serum, 
which, stagnating, furnishes the pabulum upon 
which germs thrive so well. 

It seems hardly necessary to remind you that a 
scar at the end of a week is not very firm, however 
favorable the progress of its formation may have 
been. It will be sufficient for you to recall your ob- 
servations in secondary operations at this period, 
whenever it was necessary to separate the newly 
united surfaces. Can we expect otherwise, then, 
than to have thin, weak scars and hernias more com- 
mon as sequelz? 

As a matter of fact, is the average patient any 
sooner able to resume his duties by hurrying him 
from the hospital before the firm union can have oc- 
curred? He cerainly is not, if his occupation is 
active. Irritating a healthy wound will not make it 
heal any faster. If it retards it, the period of dis- 
ability is lengthened. The expression, shortening the 
period of disability, is unfortunate in this connec- 
tion, when used in any other sense than that of 
hastening the process of repair by improving technic: 

If convalescence were shortened, as a rule, by 
hastening the patient out of bed, he still could not 
afford to take the risk of the occasional bad result. 
The actual value of time to the average patient, as 
represented by his average daily earnings, is very 
small, and the amount lost by an extra week’s deten- 
tion in hospital is insignificant. If he is in a condi- 
tion serious enough to warrant surgical procedures, 
he is sick enough to spend the time necessary to 
secure the best result. The surgeon has no more 
right to give his patient less than the best possible 
chance for the best possible result in this, than he 
has in any other, part of his treatment. 


CAMPHOR FoR ULceR oF THE LeEc.—Schultze finds that 
camphor gives the best results in ulcers of the leg. The 
following are his prescriptions: 

Triturated camphor, 3ss. 

Zinc oxide, 3viiss. 
Lard, q. s. ad 3ij. 
Or: 
Triturated camphor, 3ss. 
Zinc oxide, 
Olive oil, aa 3iij. 


—N. Y. Medical Journal. 
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PLASTER OF PARIS, AND HOW TO USE IT. 
By Martin W. Ware, M.D., 


Adjunct Attending Surgeon (Genito-Urinary), Mount 
Sinai Hospital; Surgeon to the Good Samaritan 
Dispensary, 

NEW YORK. 


(Continued from April Number.) 
Several layers of 
SPLINT FoR Frac- crinolin, of appropri- 
TURE OF THE FOREARM ate length, are dipped 
. into a paste of plaster 
of Paris, and are then applied to the dorsum of the 
forearm, from the elbow to the heads of the meta- 
carpal bones. The forearm is allowed to rest on 
the thigh (Fig. 44); and if the fracture be in the 
lower end of the radius or ulna the hand is sharply 
flexed at the wrist, grasping the knee. Before ap- 
plying the splint, the arm is anointed with vaselin, 


Fig. 44. Posterior molded splint for fracture of one or both bones 
of the forearm. 
in order that the mold may be easily removed after 
it has set. The splint is then lined with non-ab- 
sorbent cotton, dusted with dermatol; and secured 
to the forearm, first by adhesive straps one inch 
wide, then by muslin bandages, and lastly by a 
crinolin bandage. Instead of the layers of crinolin, 
a roller bandage of plaster of Paris, the width of 


_ the forearm, may be run up and down, and molded 


to the shape of the limb. 
This splint is molded, in the 
GUTTER SPLINT same manner as the one just de- 
scribed, about the foot, which is 
to be in the right-angled position. It extends up 


the calf of the leg to the flexure of the knee 
joint or above (Fig. 45). It is suitable for frac- 
ture of the leg or injuries of the knee-joint, when 
ambulatory treatment is deemed inadvisable. It is 
not eligible when there is any deformity, for the 
splint extends but half way on the inner and outer 
aspects of the leg. When dry, the splint is lined 
with non-absorbent cotton dusted with dermatol, 
and held in position by muslin and crinolin band- 
ages, applied successively. 


PLASTER OF PARIS IN ORTHOPEDIC SURGERY. 


It was this device as taught 
PLASTER OF Paris _ by Sayre that gave the great- 
CorsET est impetus to the use of 
plaster of Paris dressings. 
The manner of its application laid down by him 
survives to this day as the chosen method. A 
plaster of Paris jacket may be applied with the 
patient either in the suspended vertical position 
(Sayre), or in the swaying horizontal, or recum- 
bent position. 
Vertical Method.—The patient is stripped of all 
clothing. The body is cleaned with soap and water, 


Fig. 45. Plaster of Paris gutter splint for fracture of one or both 
bones of the leg. 
rubbed with alcohol, and freely dusted on all sides 
with talcum, dermatol, bismuth, or a m‘xture of 
these. While in a position as if crawling, i. e., with 
the body’s weight supported on the hands and knees, 
a seamless shirt or tricot hose is slipped on. If the 
latter is used, the upper end is fitted by slitting the 
hose in the axillary lines to a depth sufficient to 
bring the ends over the shoulder, where they may 
be tied, or secured with a few stitches or a safety- 
pin. All folds in the shirt are smoothed away by 
drawing it down and securing it snugly in the peri- 
neum with a safety-pin. The patient is lifted, with 
assistance if heavy, into the suspension apparatus 
of Sayre; for with a diseased spine, the patient 
should never assume, unsupported, the erect pos- 
ture. The patient is suspended in the apparatus by 
the chin, with the arms extended and grasping the 
cross-bar to aid in the extension of the spine (Fig. 
46). The ropes that are fastened to the cross-bar 
and play about the pulleys above, are drawn upon 
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until the entire body sways, and the tips of the 
toes touch the floor, or the stool placed beneath 
so that the patient’s trunk is on a level with the 
arms of the surgeon seated and applying the plaster 
bandages. An assistant grasps the legs to prevent 
the swaying of the body, as well as its rotation, and 
to guard against the inadvertent flexion of the 
thighs. Another assistant controls the rope with 
one hand, and with the other steadies the extended 
arms of the patient, so as to prevent rotation of the 
cross-bar. 

All the bony prominences, such as the spines of 
the ilium, and the gibbus itself, and also any very 
decided hollow, especially about the waist line— 
if there be much lateral curvature or lordosis—are 


Fig. 46. Application of plaster jacket in Sayre’s suspension. 


covered with a thickness of piano felt. This is to 
protect the prominences from pressure, and to fill 
in the hollows, so that the symmetry of the jacket 
may prevent the plaster from cracking. In each 
axilla felt or several thicknesses of gauze will pro- 
tect the skin from the friction of the edges of the 
finished jacket. These pads are successively placed 
as the turns of the bandage are about to grasp 
them. It is no longer the practice to place a pad 
over the gastric area to make allowance for the full 
Or empty stomach. 

If the patient rests comfortably in the suspended 
position, the application of the plaster of Paris 
bandages may follow. The bandages should be 


four inches wide for the younger children, and for 
older children, of larger build, six inches. The 


bandages are passed circularly around the body. 
Below, the bandages should reach the great tro- 


Fig. 47. Plaster of Paris jacket 
provided with hooks for lacing. 


Fig. 48. Plaster of Paris corset, 
with a jury-mast incorporated. 


chanters, and above, they should pass under the 
axilla and well over the top of the sternum. These 
limits of the jacket must be well borne in mind; for 


Fig. 49. Application of plaster of Paris corset in horizontal position. 


the commonly committed failure to observe them is 
chiefly responsible for ill-fitting casts. If too short 
below, the jacket presses into the abdomen, or the 
latter bulges out beneath the edge of the plaster ; if 
not carried high enough, the jacket fails to effect 
the necessary extension of the spine. After the 
setting of the plaster is completed the patient is to 
be lifted out of the swing. Being grasped by an 
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assistant from behind, his hands passing beneath 
the axillz, the patient is borne on the chest of the 
assistant, and is placed, temporarily, in the recum- 
bent position. 

Trimming the Jacket——In order to allow flexion 
of the thighs on the abdomen a crescent of plaster 
-of sufficient size is removed from each side, at the 
level of Poupart’s ligament. To allow adduction 
of the arms a crescent-shaped piece is cut from the 
axille. The bandage must not be cut below the 
sternal notch, and a tongue of plaster must be left 
about the symphysis pubis. The jacket must be cut 
on the sides until it conforms to the upper limit of 
the great trochanter. The patient now assumes the 
‘crawling attitude and the jacket is trimmed above, 
‘straight across posteriorly from the upper limit of 


fig. 50. Application of plaster of Paris corset by horizontal method 
in hammock. . 


‘one axillary fold to that of the other. Below, the 
excess of plaster is cut across posteriorly at such a 
level that the cast will not touch the chair seat when 
the patient is sitting. If there be any sinuses lead- 
ing into old abscesses the cast should be fenestrated, 
to admit of their being dressed. Any small decubi- 
tus (pressure sore) which is likely to form over the 
gibbosity may be dressed with balsam of Peru 
under the jacket without fenestration. 

The shirt or tricot hose extending beyond the 
‘cast is drawn back over it and stitched together. 
‘This excess of hose not only imparts a neat finish 
to the jacket, but also prevents the rough cut edges 
of the plaster from pressing into the soft parts. 
When an excess of shirt or tricot is not available, 
the cast may be covered with several turns of a 
crinolin bandage, and the cut edges covered with 
adhesive plaster. If the cast is to be a permanent 
‘one, it is now completed. If, however, it is to be a 
removable one it is to be cut down the front with a 
miter saw while the trimming is being done. The 
opposing front edges thus formed are bound with 
adhesive plaster and are fastened together with the 
same material. For long-continued wear, the edges 


should be bound with leather or canvas provided 
with a row of hooklets. These are stitched on and 
laces thrown about them (Fig. 47). 

Jacket with Jury-Mast.—For the cervical form of 
Pott’s disease, it is customary to incorporate a jury- 
mast in the dorsal part of the jacket. This latter 
device (as illustrated in Fig. 48), is a band of steel, 
its lower end having pieces of tin attached at right 
angles to facilitate its fixation in the plaster cast. 
It is bent to conform to the spine, and passes over 
the occiput to the vertex of the skull. At this point 
there is attached a short bar which plays on a pivot. 
From either end of the bar there passes a piece of 
webbing or leather around the chin to support the 


Fig. 31. Plaster of Paris corset and coronet united by bands of 
' steel. Suitable for immobilization of the spine or for torticollis. 


head. The band of steel should be so bent as not to 
touch the spine or the head. The degree of exten- 
sion will be the greater the more the steel band is 
carried away from the head. 

Horizontal Method.—When a suspension appa- 
ratus is not at hand, the patient may be placed in the 
horizontal position, face down, the body being 
stretched between two tables (Fig. 49). The shoul- 
ders rest on a pillow on one table, and the thighs 
on another. One assistant is detailed to apply trac- 
tion to the thighs, and another, hooking his fingers 
in the axilla, exercises traction upward. The 
weight of the trunk effects a lordosis, thereby over- 
coming any tendency to kyphosis. The same pre- 
cautions are to be observed as in the vertical method, 
in covering any bony prominences. The plaster 
bandage is passed in circular turns around the 
trunk. 

Goldthwait’s Method.—A jacket may also be ap- 
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plied with the patient in a recumbent position, rest- 
ing upon an appliance consisting of two wire 
supports, on one of which rests the sacrum, the 
other being placed beneath the deformity (with 
pads intervening). With hyperextension, a suffi- 
cient leverage is exerted to correct the deformity. 
The plaster bandage passes about the supports and 
includes the pads. 

Horizontal Method in Hammock.—In place of 
the tables, again, a hammock made of extra stout 
muslin or canvas is suspended between two chairs, 
or two wooden horses, or over the ends of a bed. 


Fig. 52. Plaster of Paris jacket with figure-of-eight turns about the 
neck for cervical spondylitis or torticollis. 


The patient is placed therein, face downwards, arms 
and legs extended. The plaster of Paris roller 
bandage, in its turns about the body, includes the 
hammock. On the completion of the bandaging, 
the excess of hammock is cut away. 

Tie Bradford Frame is similar in application to 
the hammock. It is a rectangular frame constructed 
of gas-pipe, over which is stretched a piece of can- 
vas. The patient rests on this, face down, arms ex- 
tended, the hands grasping the frame above, while 
the feet may be drawn down by an assistant; or 
each foot, with the thighs in the abducted position, 
may be secured, with traction, to the lower part of 
the frame. A slit is then cut in the canvas on each 
side of, and parallel with, the body. Through these 
slits the roller bandage passes in its turns about the 
body, to include the canvas bed. The excess of 
canvas is cut away after the bandaging is com- 
pleted. 

Particulars About the Jacket.—The jacket should 
weigh between one and two pounds, and should be 
of uniform thickness throughout. If there is any 


decided acuity of the symptoms it is far better not 
to split the jacket, lest meddlesome guardians re- 
move it too frequently. A well-fitting and com- 
fortable jacket may remain in place for two months. 


Fig. 53. Plaster of Paris coronet with ring incorporated to aid in 
correction of torticollis. 


At the expiration of this time the condition of the 
skin demands consideration, and the removal of the 
jacket is necessary for hygienic reasons. There- 
after it may be provided with hooks and laced, or 


Fig. 54. Piaster of Paris collar. 
brought together with strips of adhesive plaster, 
and so held in place. 

A laced jacket is indicated in the less acute cases 


of spondylitis, and where extensive wounds require 
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surgical dressing. Jackets are also indicated iu 
cases of lateral curvature to supplement gymnastics, 
and for cases in which the distorted spine is painful. 
A plaster of Paris corset is also indicated in frac- 
ture of the spine prior to the performance of an 
operation, or when operation is contraindicated ; 
and also after an operation has effectually reduced 
the fracture. In some very exceptional cases of 
rachitic curvature I have also applied a jacket with 
benefit, for it prevented the movements of a very 
tender spine until anti-rachitic treatment became 
effective. 

It may at times be necessary to extend the plaster 
bandage so as to include the hip in a spica, as in 
sacro-iliac disease, or in a complicating hip-joint 
affection; and if the spinal disease be in the upper 
cervical region the turns of the plaster bandage 
should even pass about the shoulders so as to carry 
them well back. 

The report of any pain, or the existence of any 
odor, about the jacket is indicative of an open 
wound. This, in the case of children, is commonly 
caused by the existence of a foreign body, playfully 
inserted or accidentally finding its way beneath the 
jacket. 


Fig. 55. Asterisks denote the Lorenz plaster of Paris bed for tuber- 
culous spondylitis. 


A plaster jacket may be employed as a mold, 
from which, by filling the interior with a mixture of 
plaster of Paris, a cast of the deformity can be 
made. Over this cast corsets of other material— 
felt, wood, veneering, aluminum, and celluloid— 
may, in turn, be molded. 

When the disease of the 
spine is high up in the dor- 
sal region, or in the lower 
cervical, the bandages may 
be extended around the neck (Fig. 52) in figure- 
of-eight turns; or by like turns the head may be 
fixed; or a separate collar may be made, impinging 
upon the mastoid processes embracing the lower 
jaw, extending well onto the shoulders, and resting 
upon the clavicles. These plaster investments for the 
neck are indicated in the correction of torticollis, or 
after resection of the sterno-mastoid for spasmodic 
torticollis, and for fracture of the cervical spine. 

In young infants who are to be 
carried about, a plaster jacket is 
impractical because of its weight, 
and because it impedes the thoracic movements. 


PLASTER COLLAR 
AND JACKET 


Lorenz BED 


As such infants do not assume a sitting or an erect 
posture, they are best treated in recumbency. For 
this purpose the Lorenz bed is admirable. (Fig. 55.) 
It is a splint molded to the contour of the spine, 
extending laterally to the posterior axillary line. 
When the disease is in the upper spine, it may be 
molded about the neck and head. It is to be padded 
with non-absorbent cotton, and secured to the trunk 
by turns of muslin and crinolin bandages. 
(To be continued.) 


SOME OBSERVATIONS ON NEPHRO- 
PEXY.* 


By D. W. Basuam, M.D., 
WICHITA, KANSAS. 


Notwithstanding the marvelous development of 
renal surgery since the first nephropexy by Hahn 
in April, 1881, there still remain many things to be 
improved upon. 

The aim of operative intervention should be the 
eradication of pathologic conditions and the com- 
plete restoration of function, where feasible. The 
post-operative history of patients subjected to sur- 
gical intervention for the correction of movable 
kidney will convince the most sanguine that many of 
these operations fall far short of the ideal result. 
The principal reasons for this are explainable on the 
grounds that certain co-existing pathologic condi- 
tions of the kidney, besides its preternatural mobility, 
but thereon dependent, are overlooked at the time of 
operation, and again, that the operative procedure 
is not sufficiently based upon anatomic principles. 

In all the organopexies the technic should be 
founded upon the strictest anatomic facts. In the 
operation of nephropexy the surgeon should have in 
mind a picture of the kidney occupying a natural 
position in the body, as well as of the structures 
which must be disturbed in order to render the organ 
accessible for operation. Anyone who has ever 
undertaken to approach the kidney in the normal 
position, through the incision habitually employed 
for nephropexy, cannot fail to remember how it was 
necessary to reach upward, backward, and inward 
in order to seize the organ. It is an easy matter, 
then, to see that as a result of nearly all nephropexies 
the organ is fixed too low in the loin, too near the 
anterior wall of the abdomen and generally too far 
from the center of the vertebral column. The effect 
of this in many cases is to put the renal pedicle on 
the stretch and sometimes to create a vicious angle 
between the ureter and the inferior pole of the kid- 


* Read before the Western Surgical and Gynecological Association, 
ber 28, 1905. 
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ney, offering an impediment to the passage of the 
urine along the ureter. As nephropexy is often per- 
formed, the kidney is brought up from an unnatural 
position in the abdomen and suspended by its convex 
border in an almost equally unnatural position from 
the side. When the vessels and nerves of the renal 
pedicle are not placed upon the stretch and a bad 
angle is not formed between the lower pole of the 
kidney and the ureter, and there is no pathological 
condition of the kidney, no great harm ensues and 
the result seems good. 

The conditions most likely to vitiate the success of 
the operation are pyelitis, with or without sacculation 
of the pelvis, a small stone, or a valvular condition 
of the infundibular portion of the ureter. This last 
condition was first pointed out by the lamented 
Fenger. His investigations were so complete on this 
subject that one cannot do better than to study his 
writings. Kiister has also contributed much valua- 
ble information on the subject of malformation in 
the pelvis of the kidney and upper part of the ureter. 

There are certain cases where the kidney is hy- 
peremic to such an extent that it is subjected to 
pressure by its capsule, and the organ, therefore, re- 
quires decapsulation as a preliminary step to fixa- 
tion. A kidney that is large or lobulated should 
always be decapsulated before fixation. In many 
cases the tunica propria will be found strongly at- 
tached in spots an inch or more apart. This seems to 
be but an increase in the density of the normal at- 
tachments between the tunica fibrosa and the renal 
substance. The more difficult it is to detach the 
capsule from the kidney, the more reason there is 
for doing so. 

It may be justly set down as a rule that nephro- 
pexy should never be performed without at the same 
time doing everything possible to find out whether or 
not the organ is diseased. The urine should be 
studied thoroughly in all cases where fixation is 
contemplated. Blood in the urine may indicate a 
stone in the kidney, a malignant growth or neuralgia, 
according to Kiliani. Neuralgia .¢ the kidney, no 
doubt, is a veritable entity, but it is © cult to com- 
prehend the reason why it should be accompanied by 
renal hemorrhage. According to Kiliani, pyuria 
unaccompanied by perturbation of the urinary func- 
tion, without cylindrical casts and with but little 
albumen, signifies the existence of pyelonephritis. 
Hematopyuria ought to cause one to suspect a stone 
with infection. The presence of the bile derivatives 
in the urine signifies that the kidney is pressing upon 
tue bile ducts or that we are dealing with an affec- 
tion of the liver or gall-bladder instead of a floating 
kidney. 


A very important hindrance to success in the sur- 
gery of movable kidney rests in the fact that Glen- 
ard’s disease exists so frequently as a complication. 
In the presence of this condition it would be but 
little use to perform nephropexy and leave the en- 
teroptosis to nature. 

In devising the operation for movable kidney there 
are certain anatomic facts which must be respected. 
The average measurements of the kidney are four 
inches in length by two and a half inches in breadth 
and one and a quarter to one and a half inches in 
thickness. It weighs about six ounces. As the kidney 
lies in the body it is flattened antero-posteriorly. The 
anterior surface is directed forward and slightly out- 
ward. The posterior surface looks backward and 
somewhat inward toward the transverse processes 
of the vertebral column. The kidney is concavo- 
convex from side to side. The convex border is 
directed outward, upward and backward. The con- 
cave border looks inward, downward and forward. 
The outer border at the upper part is about three 
and a quarter inches from the center of the spinal 
column. The outer border at the lower part is three 
and three-quarters inches from the center of the 
body. The hilum renalis sinister is two inches from 
the aorta and that of the right one and three-quarters 
inches from the vena cava. The upper two-thirds is 
covered by the eleventh and twelfth ribs. Accord- 
ing to Morris, the kidney lies about equally upon the 
diaphragm and the anterior layer of the posterior 
aponeurosis of the transversalis muscle. The upper 
edge corresponds to the space between the last two 
ribs. The kidney rests upon the ligamentum costo- 
vertebralis described by Henle as originating from 
the transverse processes of the first and second lum- 
bar vertebrz and passing upward and outward to be 
attached to the twelfth rib. 

The tunica adiposa, which has much to do with 
maintaining the kidney in a fixed position, is espe- 
cially abundant about the inferior pole of the kidney. 
The kidney within its tunica propria and surrounded 
by the tunica adiposa has still another envelope, the 
perinephric fascia. This last is wanting at the in- 
ferior and inner parts of the organ, or, more cor- 
rectly speaking, its component laminz do not coal- 
esce at the points where the perinephric fascia is said 
to be wanting. This explains why the movable kid- 
ney always escapes downward and inward. The 
tunica fibrosa and the tunica adiposa are bound to- 
gether by many fine filaments of fibrous structure 
which pass from one to the other. The renal fossa 
is wider and shallower in the female than in the male. 
The pedicle of the kidney is composed of the renal 
artery and vein, and numerous lymphatics and 
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nerves held together by a very considerable amount 
of connective tissue. 

This is sufficient of the topographical anatomy of 
the kidney to elucidate the principles concerned in 
nephropexy. There is something to be said in re- 
gard to what constitutes a movable kidney. So far 
as the practice of surgery is concerned, any kidney 
that is mobile beyond the natural range may be des- 
ignated a movable kidney. This is not saying that 
every movable kidney must be operated upon. The 
natural movement is said to occur within the tunica 
adiposa. All kidneys having a mesonephron are 
movable and their mobility is, of course, congenital. 
The range of mobility is extremely variable and is 
limited by the bounds, in extreme cases, of the 
lower quadrant of the abdomen on the affected side. 
Glenard is the author of the statement that enterop- 
tosis may exist without nephroptosis, but that ne- 
phroptosis is never found without enteroptosis. 
Morris qualifies this statement by insisting that the 
mesonephron must be present in order for the rule 
to hold good. 

The bile ducts may be pressed upon sufficiently to 
induce the appearance of the bile derivatives in the 
urine. The most frequent complications are, how- 
ever, restricted to the urinary system. As before 
stated, Kiister and Fenger studied profoundly the 
pathologic conditions of the upper portion of the 
ureter and the renal pelvis. While these conditions 
are not necessarily always found complicating the 
movable kidney, yet they are present often enough 
to be taken into serious account. A valvular ob- 
struction in the upper part of the ureter may produce 
a painful dilatation of the renal pelvis or of the 
calyces. A partial hydronephrosis may be brought 
about by the twisting of the ureter or the formation 
of an acute angle by the shifting position of the 
kidney. Non-suppurative pyelitis would be ex- 
tremely difficult of detection. Such a complication 
might seriously interfere with the success of neph- 
ropexy if undiscovered and untreated by transrenal 
drainage. A small stone may be overlooked even 
with the kidney between the fingers. Valvular im- 
pediments in the infundibular portion of the ureter 
should be treated by a plastic operation or by ex- 
cision. If the ureter is large and sacculated, a por- 
tion should be cut away and the patulousness of the 
lumen insured by stitching as we do in intestinal 
work. It ought to be the rule never to perform 
nephropexy without delivering the kidney upon the 
back so that thorough exploration may be facilitated 
and the procedures carried out. Neglect to do this 
is responsible for no small proportion of the failures 
encountered. 


In general, the diagnosis of movable kidney is not 
difficult. There are some cases, however, where 
absolute certainty cannot be arrived at without ex- 
ploration. In the obese the diagnosis is always at-. 
tended with difficulty, but fortunately for the 
diagnostician the subjects of movable kidney are 
generally spare. 

The conditions most often mistaken for floating 
kidney are the distended gall-bladder, tumors of the 
colon, and parovarian cyst with a long pedicle. In 
the differentiation of loose kidney from a distended 
gall-bladder it is to be remembered that in case of 
the kidney the range of mobility is directed down- 
ward, and that the tumor can almost always be 
caused to disappear upward and backward under the 
ribs. In case of cyst of the parovarium with long 
pedicle, the tumor may sometimes be pushed up 
under the ribs, but there is always a certain amount 
of difficulty which increases as the tumor is carried 
upward. Any tumor of the colon that would be 
likely to simulate a loose kidney would be more or 
less fixed and not so movable as the kidney. A 
tumor of the kidney and a tumor of the colon might 
be mistaken one for the other, but a growth of the 
bowel ought not be confounded with a floating 
kidney. 

The methods employed for fixation of the kidney 
are almost as numerous as the remedies for bron- 
chitis enumerated in the older dispensaries. How- 
ever numerous, they may be reduced to two classes— 
those in which the fibrous capsule is split and util- 
ized for fixation, and those in which decapsulation 
is not practiced. Two subdivisions may be recog- 
nized—one in which the capsule, though not de- 
tached, is relied upon for suturing, and the other in 
which the capsule is split and detached, but the 
parenchyma of the kidney is penetrated by the 
sutures. It is immaterial as to whether the kidney 
is decorticated or not. The important point is that 
the kidney is generally fixed in a bad position, and 
that we are recreant in that we do not pay sufficient 
attention to the pathological conditions in the pelvis 
of the kidney and upper part of the ureter that often 
complicate the situation. When the kidney, decorti- 
cated or not, is fixed in the operation wound it is 
evidently too low in the loin and too far external to 
the center of the spinal column. It is not uncommon 
that a kidney thus fixed may be palpated after re- 
covery. If we hope to derive the full measure of 
success from nephropexy we must fix the organ as 
near where nature placed it as possible. It should 
be placed up under the ribs and at the proper dis- 
tance from the vertebral column, excepting such 
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cases where it is necessary to drain the pelvis or to 
do some plastic work on the ureter. 

In all cases where the organ is incised on account 
of stone or for the purpose of drainage it will be 
safer to fix the kidney, by the margins of the de- 
tached tunica propria, to the margins of the opera- 
tive wound. The only excuse for fixing a kidney to 
the margin of the wound are the necessity for drain- 
age or because on account of some pathologic diffi- 
culty in the ureter it becomes advisable to perform 
nephrotresis. 

The correct method is the one that fixes the kidney 
in its natural position. It follows then that the 
kidney should be anchored to the twelfth rib or to 
its periosteum and to the fascia over the quadratus 
lumborum. For my own part, I prefer to expose the 
kidney through an oblique incision parallel with, and 
three-quarters of an inch below, the twelfth rib; cut 
away the tunica adiposa overlying the convex border 
and push it away from the posterior surface of the 
organ; then divide the fibrous capsule along the 
convex border and detach it for half an inch; then 
with No. 1, twenty-day chromicised catgut stitch the 
posterior flap or the fibrous capsule to the periosteum 
of the twelfth rib and to the fascia over the quad- 
ratus lumborum. The anterior layer may be stitched 
in the same way half an inch from the posterior 
stitches. This allows the decorticated convex border 
to rest directly against the fascia. An idea of the 
distance at which the kidney is anchored from the 
vertebral column may be gained by passing the finger 
in against the vertebrae. The inferior pole of the 
kidney should be anchored half an inch external to 
the upper pole. A broad retractor in the upper angle 
of the wound facilitates the placing of the sutures. 
Having fixed the fibrous tunic, the adiposa is gath- 
ered in about the lower end of the kidney and fast- 
ened there by suturing. The perinephric fascia, 
where it is possible to demonstrate it, should be 
stitched down over the adipose tunic so as to narrow 
the outlet at the inferior portion of the renal fossa. 
A stitch may often be very advantageously placed at 
the lower angle of the wound. To lessen the force 
of the respiratory movements, that side of the thorax 
on which the operation has been done should be 
fixed by strapping with adhesive plaster. 

Both Albaran and Jonesco have devised opera- 
tions with the idea of fixing the kidney in the natural 
position. The method of Albaran has the disadvan- 
tage of the circumcostal and parenchymatous 
Stitches, but the kidney is fixed in a natural position. 
Jonesco’s method fixes the kidney in a normal posi- 
tion, but is open to the objection of a parenchyma- 
tous suturing. Vulliot’s method is a good one and 


fixes the kidney in a normal position, but there are 
some difficulties attending the operation. Tuffier’s 
plan is good so far as the fixation is concerned, but 
is open to the objection that may be made to nearly 
all methods—the kidney is left in an abnormal 
position. The methods of Jacobson and Edebohls 
give permanent results so far as anchoring is con- 
cerned, but the kidney is fixed too low in the loin, 
too far from the center of the vertebral column, and 
too near the anterior wall of the abdomen. 

There are many operations which anchor the 
kidney permanently, but which are open to objection 
from the fact that the organ is not held in a natural 
position. Lastly, it may be urged that we do too 
many nephropexies without making a thorough and 
painstaking effort to ascertain the conditions of the 
kidney, its pelvis and the upper part of the ureter. 

205 E. DoucLas AVENUE. 


REMARKS ON RENAL TRAUMATISM.* 
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The considerable increase in recent years of renal 
traumatism is merely due to the greater number of 
accidents resulting from the development of modern 
industry. Then again, during the last decade, renal 
surgery has greatly advanced and from our more 
precise knowledge, this branch of surgery is becom- 
ing prominent. In 1902, Maas and Kiister collected 
and published 306 cases of laceration of the kidney, 
while in his recent work Delbet has recorded 320 
cases of contusion of the kidney. Schmidt has re- 
ported fifty-seven cases of subcutaneous injury to 
the kidney, fifty-five of which occurred in the Ger- 
man army. Many other surgeons have recorded 
their experience, so that at the Thirty-second Ger- 
man Surgical Congress, Riese was able to tabulate 
491 cases. Since this paper was written, other ob- 
servations have been published by Bechtold, Wolf 
and Cahen. However, on account of the protected 
situation of the kidneys, traumatism still forms a 
comparatively small percentage of renal disease and, 
as each case is more or less different in its clinical 
aspects, it seems only proper to record them as they 
come under observation. 


* Presented at the meeting of the Urological Association of France, 
Paris, October 20-22, 1905. 
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In going .over the records, it will be at once 
seen that the male sex represents by far the larger 
proportion of renal traumatism and Kiister found 
in his statistics that it was as high as 94 per cent. 
The causes of subcutaneous traumatism of the kid- 
ney are probably in most cases the direct influences 
of some blunt contending body, either directly ap- 
plied over the renal region, or at some distance 


from it. Simple muscular action resulting from’ 


extreme tension for example, may, by a strong re- 
flex movement to prevent falling, etc., occasionally 
give rise to trauma of the kidney. However, blows, 
squeezing between carriages and the like, and run- 
over accidents are the most common factors of 
renal traumatisms. Falling from some height may 
also give rise to renal trauma if the patient should 
strike against some hard object during the fall. 
That a kidney may be injured under certain circum- 
stances by a relatively slight accident can be easily 
understood if the more minute processes taking 
place are taken into consideration. By animal ex- 
perimentation, as well as on the cadaver, it has 
been shown that the mechanism of the development 
of rupture of the kidney depends principally upon 
a sudden jerking adduction of the lower limbs, 
pressing the kidney against the spinal column, or by 
hydraulic pressure acting upon a distended renal 
pelvis, or an extremely vascular renal parenchyma. 
In order to produce rupture of the renal pelvis or 
parenchyma, the ribs must press perpendicularly 
upon the gland. But if the latter should present a 
tangential action, a laceration or loosening of the 
renal attachments results, generally separation of 
the renal vessels or the ureter; and separation of 
the lower pole of the kidney has been known to 
occur. 

It is quite permissible to assume that old or still 
existing inflammatory and degenerative processes 
seated in the renal parenchyma may be a predispos- 
ing cause for laceration or injury to the kidney, 
should a traumatism occur. According to the 
nature of the accident, the hilus may be ruptured, 
resulting in retroperitoneal hemorrhage, etc., where- 
as in direct contusion irregular ruptures result on 
the anterior aspect of the organ and quite fre- 
quently the peritoneal covering participates and 
then a hemorrhage into the peritoneal cavity will 
result. Corresponding to the variety and force of 
the traumatism, the symptoms of laceration of the 
kidney also vary greatly, but in the majority of 
cases the diagnosis may be made with a fair amount 
of certainty by certain symptoms which are very 
prone to be present. It should, however, be re- 
called to mind that one must always take into con- 


sideration the possibility of injuries arising in other 
viscera at the same time, which may considerably 
influence the clinical picture. 

Subcutaneous traumatism of the kidney gives 
evidence of general manifestations particularly ref- 
erable to the central nervous system, and then come 
the local symptoms arising directly from the renal 
injury. The general symptoms consist in apathy 
immediately after the accident, followed or not by 
unconsciousness. Under certain circumstances 
syncope of several days’ duration may supervene. 
Vomiting, a small and frequent pulse, and sub- 
normal temperature are also symptomatic, and in 
most cases an extreme pallor of the integuments is 
noticeable, which may result from shock or may 
suggest the possibility of internal hemorrhage. In 
those cases which have come under my personal ob- 
servation this very marked anemia was certainly 
the most important general symptom. The per- 
sistency of unconsciousness resulting from the trau- 
matism was met with immediately after the accident 
in one case. In one patient the most prominent 
symptom was that of shock. He was apathetic, 
hardly answering any questions, while the pulse 
could hardly be felt and the pupils were dilated. 
The vomiting which occurred at first, I think is to 
be considered as the immediate result of the acci- 
dent, but that arising on the following day may be 
considered as symptomatic of the injury to the 
kidney. The case to which I refer may be briefly 
related as follows: 

The patient, a laborer, 31 years old, was seen with 
his family physician four hours after he had been. 
run over by a heavy team. He was a fairly well’ 
nourished subject. Marked anemia of the integu-. 
ments and mucous membranes; the skin of the limbs-. 
covered with cold perspiration. Patient is con- 
scious, but very apathetic. Pulse very rapid and can. 
hardly be counted. Pupils dilated and react to light. 
Abdomen extremely tense, so that nothing can be. 
elicited by palpation, but by percussion no dulness. 
could be found. Catheterization removed 350 cc. of 
bloody urine containing some coagula. The bladder- 
was irrigated, but the fluid returned uncolored and 
measuring the amount of fluid introduced showed 
that the entire quantity was returned. A large 
saline enema improved the condition of the pulse. 
In the evening the patient vomited. Temperature 
normal. He passed a poor night, but in the morn- 
ing the temperature was still normal and the pulse 
120, although still very weak. The abdomen was. 
not as tense as the day before and a slight diminu- 
tion of the percussion sound was found, although 
there was no dulness to the left below. Liver dul- 
ness normal. In the left renal region bogginess 
could be detected and it was very sensitive on pres- 
sure, although there were no external marks of. 
violence. On.the whole,.the general condition was. 
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better and the patient less apathetic, but he com- 
plained of considerable pain in the left renal region. 
During the morning he again vomited. On passing 
the catheter 600 c.c. of urine were withdrawn, con- 
taining traces of old blood; and the amount of al- 
bumen present could be easily accounted for by the 
blood. Cold was applied locally to the kidney and 
the patient kept on a milk diet. 

On the fifth day following the accident the patient 
had apparently completely recovered. The abdomen 
was normal and no dulness could be elicited. The 
urine was passed spontaneously and contained only 
a very slight trace of albumen. At the end of the 
week the general condition was perfect, the pulse 
had regained its strength and the albumen had dis- 
appeared from the urine, which microscopically 
was normal. 


The general symptoms, however, cannot be relied 
upon as of absolute diagnostic value for kidney con- 
tusion, nor for estimating the gravity of a given 
case, because they may arise in any accident, parti- 
cularly in contusion of the abdomen, and frequently 
do not correspond in any way with the real gravity 
of the accident. 

The local symptoms arising in the injured kidney 
are much more reliable and constant and will allow 
one to discover the seat of injury with a fair amount 
of certainty. The main symptoms, which are prac- 
tically always present in laceration of the kidneys, 
are severe local pain in the region of the injured 
organ accompanied by a tumefaction of the renal 
region, which is usually dull on percussion, and the 
presence of blood in the urine. The pain com- 
plained of in the region of the injured kidney is 
severe and frequently of a colicky nature, simiiar to 
that met with in the passage of a renal calculus. 
The pain is spontaneous, but is increased on pres- 
sure over the parts, sometimes by the slightest 
movement on the part of the patient. The reason 
for this may be accounted for by the tense condi- 
tion of the abdominal muscles, probably of a re- 
flex nature, as well as a suppression of deep respira- 
tion by which the diaphragm and thorax obtain as 
much rest as possible, thus protecting the injured 
kidney from further pressure. Practically certain 
evidence of contusion and the seat of a perirenal 
hemorrhage or urinary collection is given by the 
tumefaction in the region of the kidney affected, 
as well as by the percussion dulness found over 
the tumefaction. The integuments over the injured 
kidney will usually show a bruised condition, but 
these external signs may be entirely absent. If the 
contusion results in a laceration of the renal paren- 
chyma, severe hemorrhage and escape of urine into 
the capsule of the organ is apt to follow and should 
the capsule be torn, or the renal pelvis lacerated, 
the fluid may extend to the retroperitoneal space, 


or even into the peritoneal cavity. The latter de- 
pends upon the extent to which the peritoneum is 
protected or ruptured and when it occurs there is 
usually abdominal distension, which, however, may 
also occur when there is slight intestinal contusion. 
But when there is a retroperitoneal collection the 
peritoneum will be pushed forward and the effusion 
will reach the integuments of the lumbar region, 
producing tumefaction, while as soon as the pain 
diminishes and the abdominal walls become re- 
laxed, careful palpation will reveal the presence of 
a tumor, which will be found dull on percussion. 

In the following case which came under my ob- 
servation, the thigh was flexed on the side of the 
injured kidney, which I believe is not a frequent 
occurrence and it would appear evident that a tu- 
mor arising from the injured kidney pressed upon 
the psoas muscle and, like an abscess of this muscle, 
resulted in flexion of the thigh. 


The patient, a young man 18 years of age, was 
accidentally run over by an automobile, the vehicle 
passing over the middle of his body. His physician 
saw him within an hour after the accident and found 
him in the following condition. The patient was 
pale, the respiration rapid and the pulse small and 
thready. There had been repeated vomiting since 
the accident. Abdomen somewhat distended and 
particularly painful over the right renal region. 
Temperature subnormal. A diagnosis of injury to 
the right kidney was made and I was asked to see 
the case in the evening, about 8 hours after the acci- 
dent. 

At this time the anemia was very marked, the 
abdomen distended and everywhere tender on pres- 
sure. The bladder was evidently full and on pass- 
ing a catheter about 500 c.c. of bloody urine were 
obtained. Upon percussion there was evident dul- 
ness over the right renal region and a distinct re- 
sistance was thought to be felt, although this could 
not positively be made out on account of the ab- 
dominal distension. There was considerable tender- 
ness on pressure over the right renal region and the 
dulness elicited by palpation did not change when 
the patient was moved in another position. A 
point which I particularly noted was that the thigh 
corresponding to the injured kidney was markedly 
flexed and when the patient was asked to straighten 
it he complained of considerable pain. 

The next morning the bowels had moved and the 
urine voided spontaneously contained very little 
blood. The abdomen was softer, but the area of 
dulness on the right had not changed and by pal- 
pation an indistinct tumor could be felt in the right 
renal region. The pulse was of fair quality at 115 
and the temperature was normal, although in the 
evening it rose two degrees. During the day a large 
quantity of urine was passed, dark brown in color 
and microscopically many red corpuscles were 
found, although there were no rouleaux. A posi- 
tive Heller’s test was obtained. Three days later 
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all abdominal distension had disappeared, but the 
dulness remained unchanged and the tumor, no 
longer tender on pressure, was distinctly felt on the 
right side, commencing under the costal border and 
from here extended along the psoas muscle nearly 
to the bladder. The urine still contained old blood. 
One week later the tumor had decreased markedly 
in size, there was no more pain and the area of dul- 
ness could no longer be detected along the psoas. 
The urine still contained blood, but in small amount, 
and the patient felt well. The left thigh could now 
be straightened without pain. Two weeks after the 
accident the urine contained practically no blood 
nor albumen and the patient desired to get up, al- 
though the right renal region was still somewhat 
tumefied. From this time on he rapidly improved 
and was allowed to leave his bed just twenty-seven 
days after the accident. Six months afterwards he 
was thoroughly examined and no evidence of any 
renal disturbance could be detected. 

The most constant symptom of laceration of the 
kidney is without any doubt the presence of blood 
in the urine, which is present in very large amounts 
when the injury is in the renal parenchyma and 
extends to the calyx or renal pelvis, or when 
there is extensive bruising of the renal tis- 
sue. A rupture of the ureter or bladder, although 
also giving rise to hematuria, may be excluded 
when the absence of other characteristic symptoms 
is noted. Immediately after the injury a varying 
quantity of pure blood will be found in the urine 
in some cases, while in others, where the bladder is 
distended, there will be a decided desire to mictu- 
rate, although the patient may be unable to accom- 
plish the act. If a catheter is passed the urine with- 
drawn will contain considerable blood and coagula. 

The hematuria frequently subsides soon after the 
injury, so much so that within a few days no blood 
elements will be found either microscopically or 
chemically, while in other instances where the lacer- 
ation or contusion of the parenchyma is extensive 
blood may be present in the urine for a number of 
weeks. As will be seen in the second case related 
in this paper there was some irregularity in the 
amount of blood contained in the urine passed, be- 
cause on the morning of the second day very little 
blood could be found microscopically, but later on 
in the day a large quantity of dark brown urine 
was avoided containing much blood. Here proba- 
bly the right ureter had been momentarily ob- 
structed by a clot or it may be that the retroperi- 
toneal tumor which had caused the flexion of the 
thigh may have interfered with the ureter and 
resulted in a temporary occlusion of its lumen. Af- 
ter the clot had been washed down the accumulated 
bloody urine was voided, as shown by the large 
amount passed. After this the amount of blood 


gradually diminished, so that within two weeks 
from the accident it was practically absent from 
the urine. 

There is one fact to which I wish to call special 
attention and that is that simple palpation of the 
kidneys will in many instances give rise to a slight 
amount of albumen in the urine afterwards, which 
is probably due to the pressure exercised in the ex- 
amination, and if the renal glands are normal it 
will rapidly disappear. 

It is of considerable importance to ascertain 
whether any other of the abdominal or thoracic 
viscera are injured at the same time as the kidney 
and if so to fully appreciate their consequences, be- 
cause the prognosis may depend more upon these 
than on the renal lesion. In all probability the most 
frequent complication is fracture of the lower ribs. 
But fractures of single ribs are extremley rare and 
am aware of only two cases, one where the seventh 
rib was fractured and another, the sixth. These 
fractures are serious only when the pleura has been 
ruptured. Naturally laceration of other viscera, 
such as the liver, spleen or intestine, is of extreme 
danger and in the case of the liver and spleen a 
rapidly fatal internal hemorrhage will result if the 
lesion is not recognized and treated. Then again 


when the intestine has been ruptured peritonitis 
immediately ensues and the outcome of the case 
will of course depend upon the rapidity with which 


surgical interference is undertaken. Should the 
peritoneum alone be ruptured, without the intes- 
tine being involved, septic peritonitis need not of 
necessity result when an aseptic urine enters in 
the peritoneal cavity, as has been recently proven 
by experiments. Of. fourteen cases collected by 
Petroff where the peritoneum had been injured and 
urine had escaped into the peritoneal cavity only 
one instance of septic peritonitis occurred which 
ended fatally, so that from these figures it at once 
becomes evident that we probably have no idea how 
many times urine may escape into the peritoneal 
cavity after an injury to the kidney, recovery fol- 
lowing without operation and no diagnosis of this 
occurrence be made. 

Should infection of the blood or urine collected 
around the injured kidney take place, a peri- or 
para-nephritic abscess results which certainly en- 
dangers the patient’s life from the formation of 
pus and the breaking down and disorganization of 
the surrounding tissues, particularly so if the col- 
lection should rupture into the thoracic or peritoneal 
cavities. The bacteria of typhoid, gonorrhea, or tu- 
berculosis have in some instances been shown to be 
the etiological factor of secondary infection and in 
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one case of renal traumatism the infection was due 
to the colon bacillus. 

There is still much difference of opinion regard- 
ing the treatment of renal traumatism and while 
some are in favor of temporizing, at least in the 
milder cases, there are others who maintain that im- 
mediate surgical interference is imperative. From 
my own experience I am lead to believe that by 
carefully watching the case many kidney injuries 
may be recoverd from without surgical interfer- 
ence, but one should, under these circumstances, 
always be ready to operate at a moment’s notice, 
if the symptoms of severe hemorrhage become 
marked, or if signs of pus formation show them- 
selves, and, under these circumstances, immediate 
nephrotomy or possibly nephrectomy, should the 
condition of affairs warrant it, must be resorted to. 
However, before removing a kidney, the functional 
activity of its fellow must be ascertained at all 
hazard, if one does not wish to expose himself to 
unfortunate results. 

My third, and last, case of renal injury is as 
follows: 

A workman, 47 years old, fell from the second 
story of a house upon a load of bricks, strik- 
ing on his left side. When seen a few hours after 
the accident he was unconscious, extremely anemic, 
but with a fairly strong and regular pulse at Ioo. 
The abdomen was considerably distended, but the 
patient did not give evidence of much pain when 
palpation was practiced. The left lumbar region 
appeared tumefied and the skin covering it was se- 
verely contused. Fracture of the eighth, ninth and 
tenth ribs posteriorly was discovered. The bladder 
appeared to be distended and by catheter 275 c.c. of 
dark bloody urine containing fresh coagula were 
with drawn. The temperature was 97.8° F. The pa- 
tient was placed in bed and ice bags applied to the 
left lumbar region. During the night 700 c.c. of 
bloody urine were passed, containing quite an 
amount of fresh blood, while microscopically, along 
with well preserved red cells, was found a number of 
shrunken red blood corpuscles. The next morning 
the temperature was normal, likewise in the evening. 
The patient was kept on a strict milk diet. For the 
next four days the urine contained large amounts of 
blood and the temperature remained normal. On 
the fifth day the patient had a slight chill and the 
‘temperature rose to 103.1°. F and the pulse went up 
to 120. At the same time the patient complained 
of the left renal region which had become quite 
sensitive to pressure and it was found that the tume- 
faction had greatly increased in size. As the tem- 
perature oscillated around 103° F. and the pulse re- 
mained at about 120 for the next-3 days, as the renal 
tumor continued to increase. and become softer, the 
‘ongue brown and the patient complaining of head- 
ache, it became evident that a perirenal suppuration 
was going on. Therefore, on the ninth day after the 
receipt of the injury a transversal incision was made 


over the left kidney, giving exit to about 400 c.c. of 
dark brown pus with a highly urinous odor. Ex- 
ploration of the kidney showed two lacerations in its 
parenchyma, but the renal pelvis was not damaged. 
Free drainage was instituted and from this time 
on the patient made an uninterrupted recovery, be- 
ing discharged five weeks after the accident with 
perfectly normal urine and the lumbar incision com- 
pletely closed. A careful microscopical examination 
of the urine four months after the accident revealed 
no evidences of any remaining lesion of the kidney 
and the patient expressed himself as feeling per- 
fectly well. 

871 BEAcoN STREET. 


HYPERTROPHY OF THE PHARYNGEAL 
AND FAUCIAL TONSILS.* 
By Franx C. Raynor, M.D., 


Surgeon, Brooklyn Eye and Ear Hospital, 
BROOKLYN, NEW YORK CITY. 


HYPERTROPHY OF THE PHARYNGEAL TONSIL; 
LyMPHOID HyPERTROPHY AT THE PHARYN- 
GEAL VAULT; OR “ADENOIDS.” 


This condition, first discovered by Czermak in 
1860, brought practically before the profession by 
Wilhelm Meyer of Copenhagen in 1870, attracted 
comparatively little attention in this country until 
the middle eighties, since which time the subject 
has received a great deal of notice in medical liter- 
ature. In the time at my disposal I can hope to 
place before you, as concisely as possible, only a 
few facts as to the etiology and pathology, and to 
mention the symptoms of most common occurrence, 
which, when met with in general practice, should 
direct your attention to the nasopharynx; and to 
submit for your consideration my own ideas as to 
the proper management of this affection. 

In some respects the popular term “adenoids”— 
(gland-like) is unfortunate, for the structure is not, 
anatomically, a true secreting gland, but is composed 
of lymph cells and connective tissue arranged in the 
form of a lymph node, which is covered by colum- 
nar epithelium, irregularly ciliated. These nodes 
are arranged in masses which vary greatly in size, 
shape, consistency and attachment to the naso- 
pharynx. They are not, strictly speaking, new 
growths, being only an overgrowth of the normal 
histological elements of the mucous membrane lin- 
ing this cavity. 

The disease is principally one of childhood, but 
may be encountered at any age, for while the 
lymphatic tissue normally present usually atrophies 


* Read at the meeting of the Medical Association of the Greater 
City of New York, January 8, 1906. 
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about puberty, hypertrophied tissues remains inde- 
finitely. 

The disease is primarily, an obstruction to nasal 
respiration, and in slight cases is noticeable only at 
night, when it will be observed that the child sleeps 
with the mouth partially open. As the disease ad- 
vances the respiration becomes stertorous ; the child 
is restless, tossing in its sleep, and in severe cases, 
waking up in great distress suffering from partial 
asphyxia (night terrors). Coincident with these 
symptoms of obstruction to respiration, the voice 
becomes thick, it loses its resonance, and certain 
consonants are changed in speaking, as m to b, n to 
d, etc. 

The child becomes a confirmed mouth breather. 
The face takes on a stupid expression due to the 
partially open mouth, the loss of the labio-nasal 
fold, and the thickening of the bridge of the nose; 
also to the indifference of the child as to what is 
going on about it, this indifference being 
caused by defective hearing, the result of tubal and 
aural catarrh occasional by the growth. In extreme 
cases, marked deformity of the bones of the face 
and of the thorax occurs. There are always more 
or less catarrhal symptoms present; and frequent 
- attempts to clear the throat by hawking, and the 
nose by short forcible expirations are significant of 
this disease. Generally the child is anemic and ir- 
ritable and it is often unable to concentrate its 
attention on a given subject for any length of time, 
a condition named by Guye of Amsterdam, “apro- 
sexia”—due to faulty circulation, both vascular and 
lymphatic, in the brain. Among the reflex symp- 
toms occasioned by adenoids are: asthma, spas- 
modic croup, chorea, epilepsy, neuralgias and enu- 
resis nocturna. Many obscure fevers occurring in 
children may be attributed to an acute infection of 
this tissue, and a large proportion of the inflam- 
matory affections of the middle ear owe their origin 
to the same cause. These lymph masses in the di- 
rect current of the inspired air, form a favorable 
place for the lodgment and propagation of all sorts 
of germs, and consequently render the possessor 
more susceptible to all the infectious diseases of 
childhood. 

In regard to the etiology, heredity, the lymphatic 
temperament, syphilis, climate, the exanthemata and 
repeated colds, have been mentioned as causative 
factors. 

' The diagnosis can usually be made from the 
symptoms alone, and may be confirmed by examina- 
tion of the nasopharynx with the rhinoscopic' mir- 
ror, or failing this, in doubtful cases, by a digital 
exploration of this cavity. The books lay a great 


deal of stress on the necessity of this latter pro- 
cedure, one in particular advising the administration 
of an anesthetic for this purpose; but I rarely resort. 
to it. A careful inspection of the anterior nasal cav- 
ities failing to reveal any other cause of obstruction, 
the diagnosis of adenoids is reasonably certain, and 
I do not care to risk inflicting damage to the palate, 
etc., in order to make the diagnosis absolute, and, 
so far, I have never made the mistake of operating 
for adenoids when none existed. When the faucial 
tonsils are hypertrophied, in. children, adenoids can 
be safely assumed nine cases out of ten. 

Treatment—But little can be accomplished medi- 
cinally when the disease is at all advanced. In mild 
cases I have sometimes obtained relief by the instil- 
lation of liquid petrolatum containing menthol gr. ii 
and eucalyptol Mx to the ounce. This has been 
most effectual in very young children. It is best 
applied by dropping, with the ordinary medicine 
dropper, two or three minims in each nostril morn- 
ing and night, the child lying on the back while 
the application is made and kept there until the 
medicament has had time to reach the nasopharynx. 
Speaking generally, the use of the sedative and 
astringent applications commonly employed in treat- 
ing catarrhal conditions in this locality, while some- 
times relieving symptoms, is rather to be discour- 
aged than commended, for it simply delays the ap- 
plication of the only effective remedy, removal by 
surgical means. The caustic applications recom- 
mended by some authorities, I never employ, the 
risks attendant, in my opinion, far outweighing any 
possible benefit. 

To attempt a review of all that has been written 
on the surgical treatment is out of the question. 
The names of the devices employed from the time 
of Meyer’s ring knife, excepting the finger nail, 
would read like a trade catalogue. They comprise 
adenotomes of various. kinds, curettes of many 
forms, forceps in almost endless variety, scissors, 
snares, galvano-cautery, etc. 

The postures of the patient that have been 
recommended are: sitting, lying on the back with 
the head hanging over the end of the table, lying 
prone with the head supported beyond the table and 
the operator working from below, lying on the side, 
etc. 

Which is the best method, I shall not attempt to 
decide. I shall simply give my own experience and 
present practice. I began operating in 1888. Hoop- 
er’s article in the Boston Medical and Surgical Jour- 
nal of March 15th in that year being the inciting 
cause. I procured a set of his instruments and fol- 
lowed his technic religiously for some time. Thé 
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method was effectual but slow, and as I believe the 
time element is a very important factor in all oper- 
ations, I devised a nasopharyngeal scissors, which 
I published in the N. Y. Medical Journal, August 
30, 1890. With this I could do much more rapid 
work, and I continued to use it until Gottstein’s 
curette was brought to my attention. The model 
submitted was a poor one, but the principle seemed 
to me good, so after some experimenting I suc- 
ceeded in getting one that worked to my satisfac- 
tion, and that has been my main reliance ever since. 
I have had the idea carried out in three sizes, but 
the medium one answers in the majority of cases. 
In addition, I have a curette for the posterior wall, 
which is not bent over at the top, and which has a 
cutting edge all around the inside of the triangular 
opening, the corners of which are somewhat 
rounded. With these two instruments I believe I 
can clean out a nasopharynx quicker than in any 
other way, and so effective have they proved in my 
hands that I very rarely use anything else. I oper- 
ate with the patient lying on the right side. I 
changed from the upright position of Hooper, first 
because of the failure of an assistant to arrive on 
time, and I later adopted the lateral position as be- 
ing equally convenient for the operator and better 
for the patient when under anesthesia—which I al- 
most always employ, ether being the agent used. 

After the operation the patient is kept in bed for 
a day or two, confined to the house for a few days 
more, and then allowed to assume his usual avoca- 
tion. For the first twenty-four hours the patient 
is made to sleep on his side, in order that any sec- 
ondary bleeding may be discovered by the blood es- 
caping through the mouth or nose; if the patient is 
allowed to sleep on the back, quite a profuse hemor- 
rhage may escape notice, the blood being swallowed. 
No local after-treatment is necessary, but as the 
patients are generally anemic and often “strumous,” 
I put them on syrup. ferri iodid, combined with 
small doses of nux vomica and Donovan’s solution, 
for a month or more. The foregoing applies to the 
treatment of the majority of cases that have come 
under my observation; in exceptional instances it 
has been possible to remove the growth at the office 
with or without local anesthesia. 

When adenoids and hypertrophied tonsils are 
both present, a very common condition, I usually 
attack both at the same operation, removing the 
tonsils first. 

The result of the operation for adenoids is usu- 
ally highly satisfactory. Only in those cases in 
which there are pronounced bony changes do we 
fail to give complete relief. The improvement 


which takes place in some of these children, when 
freed from this disability, borders on the marvel- 
ous. 


HYPERTROPHY OF THE FAUCIAL TONSILS. 


What has been said in relation to the etiology 
and the obstructive symptoms of adenoids applies 
substantially to this condition. There is, however, 
one marked difference in the pathology to which I 
would direct your attention, and that is, tubercu- 
lous infection, which is rare in the pharyngeal and 
exceedingly common in the faucial tonsil. This 
suggests the question: what rédle does the tonsil 
play in the development of pulmonary tuberculosis? 
This is a matter worthy of very careful considera- 
tion, but beyond the scope of this paper. When the 
hypertrophied tonsil projects into the fauces the 
diagnosis is easy. But there is another form which 
may readily escape observation, that in which the 
enlargement is upward and backward into the soft 
palate—the so-called submerged tonsil—which may 
give rise to the symptoms, and lead-to the mistaken 
diagnosis, of adenoids. This condition can be de- 
tected by the forward bulging of the palate when 
the patient is made to gag. These submerged ton- 
sils are very often studded with cheesy masses, and 
are exceedingly liable to suppurative inflammation. 
The form of hypertrophy most common in my ex- 
perience is that in which the gland is partly free 
and partly submerged. 

These brief considerations lead up to the question 
of treatment, which I will consider from a limited 
surgical standpoint only, the intent of the operation 
being to relieve mechanical obstruction to degluti- 
tion and respiration, to prevent recurring attacks of 
inflammation, and to restore to the soft palate its 
proper function in phonation and deglutition. At 
the outset, I wish to contradict the all too prevalent 
belief that the removal of the tonsils is a trivial oper- 
ation, to be performed in the office by anyone who is 
the possessor of a tonsillotome. That a so-called 
operation can be thus performed we all know, but 
while there is an occasional success, the usual result 
of such a performance is to slice off a piece of the 
offending organ, leaving behind an infected stump, 
with its liability to systemic involvement and local 
inflammation in no degree lessened, and with the 
normal function of the palate still impaired. This 
is the kind of surgery that tends to bring the opera- 
tion into disrepute both with the profession and 
with the laity, and makes it difficult to get patients 
to consent to what,in my opinion, is the only rational 
method of dealing with the condition, viz., total ex- 
tirpation of the diseased mass under general anes- 
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thesia. In other words, treat this as you would any 
other diseased lymphatic gland on which you deemed 
an operation necessary. 

This cannot be accomplished as tonsillotomy is 
ordinarily performed, except in unusually favorable 
cases. Becoming dissatisfied with the results ob- 
tained from the use of the guillotine, some years 
ago I began dissecting out the tonsils, gradually 
modifying my technic to the operation described 
by my colleague, Dr. W. H. Steers, in the Medical 
Record, October 3, 1903, to which I refer for fuller 
details. In brief, it is as follows: The patient is 
fully anesthetized and lies on the right side. The 
mouth is held open by a gag, and an assistant holds 
the tongue out of the way and keeps the field of 
operation clear of blood. The operator seizes the 
lower tonsil with a volsellum forceps and makes 
gentle traction to outline its attachment to the mu- 
cous membrane surrounding it. This is divided su- 
periorly and anteriorly by a hook knife, thrust 
through the mucous membrane, care being taken 
not to cut the capsule of the gland. The tonsil is 
freed from its deep attachments by the forefinger 
acting as a blunt dissector, leaving the mass at- 
tached to the posterior pillar only by a strip of mu- 
cous membrane, which is then divided with a knife, 
the tonsil being always under control in the grasp 
of the volsellum. As soon as the tonsil is removed 
a gauze or cotton sponge is thrust into the cavity 
and pressure applied for a few moments. Then if 
no excessive hemorrhage requires attention, the left 
tonsil is similarly removed. This operation has the 
merit of simplicity and is applicable to all cases of 
tonsillar enlargement. It presents no special diffi- 
culties to the skilled throat surgeon, and can usu- 
ally be rapidly performed, the tonsil shelling out 
easily. Occasionally, after recurring attacks of 
peritonsillitis, or with very friable tonsils, the mass 
has to be removed piecemeal, which delays matters, 
but the results obtained more than compensate for 
the extra time involved. 

During the past five years Dr. Steers and my- 
self have operated in this way on more than a thou- 
sand persons, both children and adults, with such 
gratifying results that we have practically aban- 
doned the tonsillotome. Operated on in this man- 
ner, recurrence is impossible and it is my belief 
that if we would always insist on a thorough clean- 
ing out of all diseased tonsillar tissue by this, or by 
any other method which would accomplish the same 
result, tonsillotomy would soon occupy a much 
higher place in the estimation of both profession and 
public than it does at present. 


ANOTHER CASE OF GANGRENE OF HE 
ENTIRE COLON. 
By Emory Lanpuear, M.D., Ph.D., 
Surgeon to the Woman’s Hospital, - 
ST. LOUIS, MO. 

E. V., seven years of age, male, patient of Dr. 
E. W. Finity, of Kane, Ill., was brought to St. 
Mary’s Infirmary early in the spring of 1905, suffer- 
ing from appendicitis of several days’ duration. At 
operation there was found gangrene of the appendix 
with a huge abscess which had ruptured into the 
pelvis. All that was possible to be done in a child 
so near death was to remove the appendix, clean out 
the pus and establish drainage. The general peri- 
toneal space was well walled off by agglutinated 
omentum and coils of intestine; no attempt to break 
down this protective barrier was made. In about 
seven weeks the patient seemed to be perfectly 
cured. 

During the summer he was in excellent health. 
About eight months after the operation he was 
suddenly seized with abdominal “cramps,” presumed 
at first, to be due to overeating and constipation. 
Increasing suffering, however, abdominal distension 
and failure of relief from the purgative administered, 
made it necessary to again bring him to the hospital. 
Thirty-eight hours after the initial pain he was in 
articulo mortis: pupils dilated, extremities and ears 
cold, temperature 96° F., no pulse at the wrist, 
and sweat of death upon his face. At the urgent 
request of his parents, he was given normal salt 
solution by hypodermatoclysis, and strychnine and 
glonoin hypodermatically, and removed to the oper- 
ating-room. A small quantity of ether was given 
by the “drop method,” and the abdomen hastily 
opened in the median line. 

When the peritoneum was incised there was a 
great gush of stinking, bloody fluid, and coils of 
dead colon presented at the opening. The gangren- 
ous gut was so rotten that the fingers punctured it 
at several places, but it was finally delivered and 
found to comprise the entire colon, from ileo-cecal 
valve to sigmoid. The healthy ileum was drawn 
well out of the belly, clamped and cut; a similar 
clamp was applied to the sigmoid, and the dead gut 
cut away; a third clamp embraced the mesocolon. 
By a few snips of the scissors the entire colon was 
removed. 

It was now seen that the constricting element was 
a band of adhesions located at the cecum, where it 
encircled the lowest portion of the descending colon 
as well as the ascending.* 

The patient died six hours after operation. 


*In my second case of gangrene of the colon there was throm- 
unknown. 


bosis of every artery of the mesocolon; cause, 
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A CLOSE-FITTING HIP SPLINT, INTENDED 
ESPECIALLY FOR FRACTURE. 
By J. P. Heruerincton, M.D., 
LOGANSPORT, IND. 


The article by Dr. Ryerson in the March issue of 
the AMERICAN JOURNAL OF SURGERY, page 73, has 
interested me very much. I have had so much diffi- 
culty with fractures of the femur and hip that a few 
years ago I had a splint constructed with a perineal 
ring somewhat resembling that illustrated by Ryer- 
son, but following the outlines of the buttock and 
perineum more closely, and finished with a leather 


covering over the hip. Inefficient perineal protection 
has been the weak point in these splints, so I ob- 
tained as much bearing on the buttock as possible, 
after the manner of manufacturers of artificial legs. 

The splint was very successful but absorption of 
the discharges caused the leather to become foul and 
useless. After many efforts I recently found an 
aluminum molder who managed to cast the splint 
for me of pure aluminum. The splint was so satis- 
factory I had him cast three sizes for both right and. 
left sides. The medium size will fit any ordinary 
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person. I have been using these splints with much 
satisfaction. Being of solid metal they can be 
scrubbed and boiled. The aluminum is not only 
very light, but is also rust-proof. Strips of ad- 
hesive plaster can be swung under the leg from one 
side rod to the other supporting the leg like a ham- 
mock, or around the leg to one side rod or the other, 
drawing the extremity to one or the other side, as 
necessary. 

These photographs show what I term the “hip 
housing”’ and how it fits closely around the hip. The 
almost “skin fit” illustrates how I have tried to avoid 
the injurious perineal pressure, taking a large por- 
tion of the bearing on the ischium. 

Since reading Dr. Ryerson’s article I had the 
molder cast an extra upper piece for the hip and 
thoracic bands, and attach it so it could be easily re- 
moved or replaced. I believe this has made a brace 
equal to Dr. Ryerson’s, with the dvantage of less 
‘pressure on the perineum, more bearing surface, no 
leather-covered ring to absorb discharges and be- 
come foul; while, also, it is probably lighter and 
more rigid. 


REPORT OF A CASE OF HIP DISEASE 
SIMULATING MALIGNANT DISEASE.* 
By Joun Ripton, M.D., 

CHICAGO. 


History. Female, 3 years old, referred to me by 
Dr. W. Gard Edwards, of La Junta, Colo., Septem- 
ber 1, 1905. The child began to walk when twenty 
months old. Began to limp in the right leg about 
seven months later. In February, 1905, Dr. Ed- 
wards examined her and made an x-ray picture. 
This showed “a slight displacement of the head of 
the femur.” The mother says that at this time the 
toes were turned inward and the range of motion at 
the hip joint was somewhat restricted. Dr. Ed- 
wards gave an anesthetic and manipulated the hip, 
and the mother believes that he replaced the dis- 
location. A plaster splint was applied, but removed 
at the end of six weeks. Then an iron splint was 
worn for about one month. At about this time the 
hip become swollen and has gradually increased in 
size since that time. The iron splint was removed, 
and from time to time the child has worn a plaster 
splint for short periods, with intervals of no treat- 
ment. She does not have much pain, but sometimes 
wakes during the night crying. She was referred by 
Dr. Edwards to Dr. R. W. Corwin, of Pueblo, Colo., 
who, believing the case to be one of hip disease, ad- 
vised sending her to me. 


* Read before the Chicago Orthopedic Socicty. 


Examination shows a thin, small, wasted child, 
with an enormous enlargement in the hip. The en- 
largement is spindle-shaped, in a general way, and 
reaches from the crest of the ilium to the middle 
of the thigh. It is quite hard and brawny to the 
touch, and does not fluctuate; nor is it noticeably 
sensitive to the touch. The joint is sensitive to pas- 
sive motion, and motion is generally restricted. Two 
X-ray pictures were made, one by Dr. John L. 
Porter and the other by Dr. H. L. Lewis, and both 
showed thinning of the bones forming the acetabu- 
lum, with considerable erosion and thinning of the 
upper portion of the femur. The upper end of the 
femur appears to be about three-quarters of an inch 
above the line that should represent the middle of 
the acetabulum. The opinion was expressed that 
the case was not one of hip disease; and Dr. John 
L. Porter was of the opinion that it was a “myelo- 
genous sarcoma.” Inasmuch as some of these tu- 
mors can be cleared out by operation, and subse- 
quently heal, the case was referred back to Dr. 
Corwin for operation on the chance that a fatal re- 
sult might be escaped. 

On September 20th, Dr. Edwards wrote: “The 
operation disclosed necrosis of the pelvic bones, no . 
involvement of the femur, and a pocket of cheesy 
pus (about one-half pint) posterior to it. The re- 
port of the pathologist shows tuberculous inflamma- 
tion undergoing necrosis.” 

The case is reported because of the difficulty in 
diagnosis, and because we ought to gain more wis- 
dom from our mistakes than from our successes. 


Letter to the Editor 


CONCERNING INTESTINAL ANASTOMO- 
SIS WITH THE CAUTERY. 
1054 Post Street, 
San Francisco, April 10, 1906. 
Editor in Chief, AMERICAN JOURNAL OF SURGERY, 
New York. 
Dear Doctor: 

Permit me to state that the “New Method of 
Anastomosis by Means of the Cautery” reported 
by Dr. R. H. Powell, in the April issue of the 
AMERICAN JOURNAL OF SURGERY was described and 
used on several patients by Bastianelli, in 1894. A 
detailed description of said method may be found 
in Terrier’s classic work on intestinal suture and 
also in Monprofit’s monograph of gastroenter- 
ostomy. 


Respectfully, 
Duprey TAIt. 
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RECENT DEVELOPMENTS IN THE TREAT- 
MENT OF PURULENT OTITIS. 


The therapeutic employment of congestive hyper- 
emia as advanced, a number of years ago, by Prof. 
Bier of the University of Bonn, has been familiar 
to us for some time in the treatment, especially, of 
certain, usually more or less chronic, joint affec- 
tions. While Bier’s monograph reported briefly thir- 
teen cases of facial erysipelas, one of the phlegmon 
of the hand and one of abscess of the leg, in which 
the artificial production of congestive hyperemia 
proved helpful, it is only recently that het and his 
assistant Klapp* urged its application in various 
acute suppurative conditions. Their published ex- 
periences have stimulated, in numerous clinics, trials 
of the procedure in a very wide variety of lesions, 
and our current literature abounds in reports of the 
employment of congestive hyperemia in disease 
processes as widely separated, figuratively and liter- 
ally, as eczema of the scalp and osteomyelitis of the 
tibia. 

One of the latest developments in the subject is 
the application of Bier’s treatment to middle ear and 
mastoid suppuration. Keppler*, of the Surgical 
Clinic at Bonn, has recently reported the results 
of twenty successive cases of acute and chronic 
purulent otitis with mastoid involvement, treated by 
the application of the constricting band to the neck 
for twenty-two hours daily. He lays stress on the 
fact that the cases were not selected, all having 


1 Miinchener Medizinische Wochenschrift, 1905, Nos. 5, 6 and 7. 


Miinchener Medizinische Wochenschrift, 1905, No. 16. 
* Zeitschrift fiir Ohrenheilkunde, Vol. L., No. 3. 


been sent to the surgical division for operation. Pain 
was promptly relieved, and discharge stopped after 
three to four'weeks’ treatment, in all ten acute cases,. 
but in eight, an abscess developed over the mastoid 
and was incised and allowed to heal without drain- 
age or packing. 

While apparently good, the results in these cases. 
should be considered in the light of the general 
experience that uncomplicated otitis usually gets. 
well without surgical intervention, if free drainage 
be assured. In ten cases of chronic mastoiditis with 
discharge from the ear of from several months to 
five years’ standing, the outcome was incomparably 
less encouraging, for a radical operation had to be 
performed in almost all of the cases, in spite of con- 
tinuous treatment with the constriction bandage for 
as much as four weeks. In such affections Bier’s 
method seems, thus far, to be a failure from the 
standpoint of efficacy alone, leaving out of consider- 
ation the objectionable features of the procedure,— 
the loss of time, the discomfort, the flushing and 
edema of the face, the marked swelling of the neck 
from prolonged constriction, and the necessity not 
only of incision of the abscess and constant local 
treatment of the running ear, but, eventually, that 
of radical operation as well. In fresh cases of puru- 
lent otitis with mild or incipient symptoms of mas- 
toid involvement Bier’s treatment may find its 
rational application. Even here, however, it is 
doubtful whether many patients will tolerate con- 
striction about the neck for twenty-two hours daily 
over a period of three or four weeks, without any 
guarantee that they will thereby escape operation. 
The possible danger of uncontrollable epistaxis or 
cerebral apoplexy in individuals with arterioscler- 
osis, and of retinal detachment or intraocular hemor- 
rhage in myopic or otherwise predisposed eyes, 
must also be borne in mind. 

A method of treatment in acute otitis media that 
seems to promise more, was recently proposed by 
Fridenberg.* On the basis of uniformly good results 
extending over six years, he recommends evacuation 
of the tympanic cavity by suction through the exter- 
nal meatus after free incision of the drum. This 
procedure aims first of all at establishing free drain- 
age, and is intended to reinforce, not to replace, 
surgical measures. In this point it differs noticeably 
from Bier’s treatment. Another advantage of Fri- 
denberg’s procedure appears to lie in the fact that 
the mucosa of the middle ear and accessory cavities 
is energetically depleted without the danger, inherent 
to those other methods of evacuation that are asso- 
ciated with an increase of intratympanic blood-and 


* Medical Record, March 3, 1906. 
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air-pressure (Politzeration, catheterization), of 
forcing septic material into the antrum and mastoid 
eells. It would also seem, physiologically, more 
rational to deplete an inflamed area than to congest 
it and to dam up the blood current in an affection 
particularly susceptible to serious inflammatory 
complications by reason of the contiguity of impor- 
tant structures and large venous channels. Friden- 
berg likens his procedure to a leeching or wet cup- 
ping of the middle ear. It produces a flow of (bac- 
tericidal) serum. Moreover, aspiration by suction 
tends to keep open a paracentesis wound that threat- 
ens to close prematurely, and to reopen one just 
closed. Otitic pain is no doubt more promptly re- 
lieved than when the drum is merely punctured, and 
mastoid complications are extremely infrequent in 
Fridenberg’s experience with the method. As a 
diagnostic aid in certain cases, where, owing to ana- 
tomical peculiarities or adverse mechanical condi- 
tions, there is doubt as to whether or not the drum 
membrane has been freely opened, suction-evacua- 
tion will immediately settle the question. 


THE STEREOSCOPE, THE VITASCOPE AND 
THE PHONOGRAPH IN MEDICAL 
TEACHING. 


Two means of realistic pictorial demonstration 
are creeping into the teaching of medicine—a sci- 
ence that avails itself so much of all the other arts 
and sciences. These means are the stereoscope and 
the vitascope (moving picture). While the former 
is for the use of the individual, the latter is rather 
for demonstration to classes or at medical meetings. 
The vitascope, too, can be arranged for individual 
study, however, by mounting the various pictures 
of a series on an axle, to be revolved in a box, by 
hand or by clockwork, as in the familiar penny-in- 
the-slot “mutoscope.” 

Stereoscopic illustrations have recently been ap- 
pearing, here and there, but with increasing fre- 
quency, in medical text-books and monographs, and 
their usefulness has become apparent. By repro- 
ductions of stereoscopic radiograms, reconstructing 
in space, as it were, many of the interior relations 
of the body, the value of the method has been 
startlingly emphasized. It seemed inevitable that 
stereoscopy would be employed in a comprehensive 
fashion in representations of human anatomy. In- 
deed, this is now being done in the University of 
Edinburgh, wherefrom the work is being issued as a 
stereoscopic atlas (reviewed in this issue on page 


152). 


That the first attempt to produce stereoscopic 
representations of dissections of all parts of the 
human body should have been conducted with pains- 
taking and capable effort and with the most pleas- 
ing result, is a matter of congratulation. It estab- 
lishes permanently the value of stereoscopic photog- 
raphy as an adjuvant to the teaching of anatomy. 
It seems certain that such attases will become of im- 
portance for reference in dissecting rooms and in in- 
stitutes of, anatomical research. No doubt, too 
pathological, surgical, obstetrical and other depart- 
ments will equip themselves with sets of appropriate 
stereoscopic photographs. Certainly, no other repre- 
sentation on a flat surface can display, with any ap- 
proach to their vividness, the space relations of ana- 
tomical structures; while preserved dissections 
themselves are both bulky and, often, more or less 
distorted, and moulages are very costly. 

’ The vitascope serves to dissect and to delineate the 
composite acts involved in the normal movements 
of animals and of human beings. Why not also ab- 
normal movements? The question at once suggests 
a wide range of diseases in which abnormal gait 
(coxitis, tabes, spastic paraplegia, pseudo-hyper- 
trophic muscular palsy, etc.), irregular muscular 
activities (chorea, athetosis, paralysis agitans, myo- 
kymia, nystagmus, etc.), and convulsions (hysteria, 
epilepsy, eclampsia, etc.) can, by means of moving 
pictures, be permanently recorded in every detail, 
for comparative study and comparative demonstra- 
tion. Many surgical procedures involve certain de- 
tails of technic not always easily made clear by de- 
scription or by means of photographs. During 
Professor Lorenz’ visit to this country, a few years 
ago, his personal demonstrations of his methods 
illustrated many of these important details to those 
who were able to attend those demonstrations. The 
vitascope and phonograph might have reproduced 
these clinics in the cities not visited by the Vienna 
orthopedist. Instances may be multiplied. 

To be sure, the vitascope has certain dramatic 
features which, in wrong hands, might prove mis- 
chievous. We call to mind the scandal provoked in 
Paris, not long ago, by the public moving picture 
exhibition of the performance of an operation upon 
a lady of that city. 

Whether the obvious superiority of the stereo- 
scopic photograph over the ordinary illustration, and 
of the moving pictures over the every-day lantern 
slide demonstration, will be commensurate with the 
added trouble and cost of preparing them, it is alto- 
gether too early to predict. We believe that, for 
selected purposes at any rate, they will be. 
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Surgical Suggestions. 


A hematoma may be produced in the calf muscles 
by direct or indirect violence that the patient may 
pay little attention to at the time or even fail to 
recall. 


Swelling of the leg, associated with febrile dis- 
turbances, may be produced by hematogenous infec- 
tion of a hematoma of the calf muscles. Such a 
condition may somewhat simulate osteomyelitis or 
other serious condition. It may be differentiated, 
however, by the location of the greatest tenderness 
and swelling and by a careful inquiry into the his- 
tory. If no distinct traumatism is recalled the con- 
dition of the patient’s arteries may nevertheless sug- 
gest the possibility of the occurrence of such a he- 
matoma. 


Persistent pains in the leg may be due to obliter- 
ating endarteritis. This occurs occasionally even in 
young men and often goes on to the production of 
gangrene. Both syphilis and excessive smoking are 
suspected as etiological factors. 


Flat-foot is another cause of pains in the leg or 
thigh. 


Wet dressings, especially the very useful Burow’s 
solution of aluminum acetate, when applied to the 
hand or foot, usually cause maceration and whiten- 
ing of the skin, which is apt to alarm the patient. 
The addition to the solution of one-fourth its bulk 
of glycerin or alcohol, will obviate this unsighly 
‘maceration. 


If within a week or two after the performance of 
gastrostomy the drainage tube should be expelled 
from the fistula, do not entrust its re-introduction 
to inexperienced hands. It has sometimes happened 
that the tube has been pushed into the peritoneal 
cavity, instead of into the stomach. 


Bandage knives cut best when they have a “saw 
edge,” which is easily secured by sharpening them 
on a window sill or other rough stone. 


Carcinoma of the cervix may remain hidden in the 
lumen of the cervical canal, which is then eroded 
and forms an irregular elliptical cavity. While the 
external os is closed suspicion of the serious con- 
dition present will be attracted by the foul or bloody 
discharge. 


When the openings of the Bartholinian glauds 
appear as two sharply defined red spots, an ante- 
dating inflammation may be diagnosed with cer- 
tainty, and in a great majority of instances a latent 


gonorrhea is present. 


In cases of hematocolpos and hematometra it is 
essential to precede all interference by a careful 
rectal examination in order to determine whether 
the tubes are distended or not. If hematosalpinx 
exists a laporatomy and salpingectomy must precede 
the vaginal operation, otherwise a severe peritonitis 
may be set up by a reflex discharge of infective 
secretion from the tubes. 


No operation for sterility in the female should be 
performed without first excluding sterility on the 
husband’s part. 


Do not be too hasty in resecting a strangulated 
loop of intestine. It is remarkable how frequently 
such loops become viable after long continued appli- 
cations of hot saline solution. 


If a peculiar looking mass is found at the inner 
side of the ring in the course of an operation for 
inguinal hernia, do not incise or dissect it before 
convincing yourself that it is not the bladder. 


All cases of hernia in which there is a history of 
frequent urination should lead one to the suspicion 
that the hernial sac contains part of the bladder. 


Lumbar puncture must not be performed in cases 
of tumor of the brain. Sudden death has frequently 
happened in such cases. 


A mass protruding from the rectum of an infant 
or child may be an intussusception and not a mere 
prolapse. 


Post-operative hemorrhage from the base of the 
bladder that proves inaccessible to ligatures, and 
uncontrollable by packings, may be checked by the 
following method: Through several thicknesses of 
gauze, cut in squares, pass a double strand of heavy 
silk or of twine fastened on a stout needle. With 
the patient in Trendelenburg’s position and the blad- 
der widely opened, thrust the needle from within di- 
rectly through the perineum, and bring the gauze 
firmly against the bleeding surface by pulling upon 
the threads, which are then to be fastened to an out- 
side dressing. 
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A Treatise on Surgery. In two volumes. By Grorce R. 
Fower, M.D., Examiner in Surgery, Board of Med- 
ical Examiners of the Regents of the University of 
the State of New York; Emeritus Professor of Sur- 
gery in the New York Polyclinic, etc. Two imperial 
octavos of 725 pages each; 888 text illustrations; 4 col- 
ored plates. Philadelphia and London: W. B. Saun- 
DERS CoMPANY, 1906. Per set: Cloth, $15.00 net; half 
morocco, $17.00 net. 


Volume I of the late Dr. Fowler’s Treatise on Surgery 
is divided into two portions, the first dealing with general 
principles, the second embracing the regional surgery of 
the head, neck and thorax. The author’s method of giving 
a short historic review of each subject introduced, of indi- 
cating the experimental work through which practical re- 
sults were later obtained, and in referring to original 
sources as a basis for choosing operative or other forms 
of treatment, gives to this treatise a broadness of scope far 
above the usual. The arrangement of the material is ex- 
emplary, the subdivisions of each chapter down to the 
smallest section of a paragraph, being accurate and logical, 
thus permitting brevity without detracting from clearness. 

The greater part of the first volume is devoted to general 
surgery. Inflammation is treated from a thoroughly mod- 
ern standpoint, with due attention to bacteriology, the au- 
thor fully realizing the truth of Welch’s epigram that every 
operation in surgery is an experiment in bacteriology. 
Among the injuries and diseases of separate tissues tne 
chapter dealing with the injuries to bloodvessels is par- 
ticularly of interest. Gunshot injuries are illustrated by 
photographs taken during the recent Russo-Japanese war. 
Next in order, acute wound diseases, chronic surgical in- 
fections and tumors, are dealt with. The chapter on labo- 
ratory aids in diagnosis and prognosis was contributed by 
Sondern, and attempts to cover too much ground in the 
short space that can be spared to such a subject within 
the covers of a text-book of surgery. Surgical’ operations 
in general, surgical anesthesia and general principles of 
operative technic are excellent chapters. A considerable 
amount of space, with a wealth of illustrations, is devotea 
to bandaging. 

The regional surgery of the head, neck and thorax oc- 
cupies about 250 pages. The subjects are clearly and sat- 
isfactorily treated. If any criticism were to be made it 
is that brain surgery hardly receives the amount of atten- 
tion that its present importance entitles it to. The same 
may be said of the surgery of the esophagus. ' 

The 398 illustrations are all original, and are technically 
excellent. Too many instruments, special apparatus, etc., 
have, however, been introduced. The histological draw- 
ings of tumors are far too schematic to be of any value. 
Another subject for criticism is the attempt to elucidate 
the regional anatomy of an operative procedure upon such 
a minute scale as that, for instance, in figure 340, in which 
the elaborate coiffure and attractive side-combs overshadow 
the surgical details to be demonstrated. 

The second volume of this treatise will be looked for- 
ward to with pleasure, for Dr. Fowler’s views on abdomi- 
nal surgery, particularly on peritoneal drainage, adopted 
by many surgeons in this country, have been a fruitful 
source of disctission. 


The Operating Room and the Patient. By Russe. S. 


Fow.er, M.D., Surgeon to the German _ Hospital, 
Brooklyn, N. Y. Octavo; 172 pages; illustrated. 
Philadelphia and London: W. B. Saunpers CoMPANy, 
1906. Cloth, $2.00 net. 


In this little manual is compiled much technical infor- 
mation that will prove useful for reference to operating 
room nurses. It can scarcely serve them as a comprehen- 
— guide, however, for it is neither thorough nor com- 

ete. 

' The first chapter deals with the general care of the op- 
erating room, and the division of duties among the nursing 
personnel. These individual duties are laid down in detail, 


and while the subdivision may appear, at first blush, to 
be arbitrary, it is altogether practical and is readily modi- 
fiable to suit the organization of any operating room staff. 
Only hospital work is dealt with. If the preparation of an 
operating room in a private residence were also described, 
the author would have added much to the practical useful- 
ness of his work. 

The cleahsing and care of instruments is too briefly con- 
sidered. Nothing is said about the care of special instru- 
ments and apparatus—ophthalmic instruments, male cys- 
toscopes, electric batteries, etc., etc. Nothing is said of the 
treatment of rust, of the testing of the efficiency of instru- 
ments (e. g., aspirating syringes), nor of the numerous. 
other details connected with this subject that such a book 
should have taken up with great care and precision. 
Again, there is failure to provide instruction on the sterili- 
zation of instruments, except those that may be submitted 
to boiling in soda solution. No hint is given that alumi- 
num tools, certain rubber instruments, some syringes, light- 
bearing cystoscopes, etc., etc., require other means of steri- 
lization. 

The same lack of thoroughness is displayed in other sec- 
tions. The sterilization of stout rubber tissue is described,. 
but not of gutta-percha; the preparation of towel packages, 
but not a word concerning hot towels; the preparation of 
sponges on handles, but nothing about applicators; etc.,. 
etc. We are told simply that the splint room should be 
abundantly supplied with all varieties of splints, but noth- 
ing is said of the kinds of splinting strips or of their prep- 
aration. Strangely, too, there is no description of the prep- 
aration or preservation of plaster of Paris bandages, of 
“water glass,” or of starch bandages! 

In a book on this subject the description of the methods. 
of preparing suture material ought to be more detailed. 
There is much to be said on the proper removal of fat 
from animal sutures, on the technic of winding spools and 
transferring them from one solution to another, and on the 
accessible and aseptic disposition of the spools on the in- 
strument tables. Indeed, the author has also failed to dis- 
cuss the arrangement of the instruments themselves during 
an operation, the manner of handing instruments, prepar- 
ing sutures and ligatures for immediate use, and the many 
related details of technic that would be useful to the nurse 
or assistant charged with the armamentarium for an oper- 
ation. 

On page 28 we read: “Rubber gloves are sterilized by 
boiling . . . They are then immersed and filled with. 
bichlorid, 1:3000 and put on.” Surely, this sloppy method 
does not obtain in many well-regulated operating rooms. 
To be sure, in private practice, if the surgeon has not in: 
his bag his gloves dusted with talcum, steam-sterilized in 
a towel and dried, he is obliged to sterilize them by boiling’ 
in water and to put them on in a basis of some solu- 
tion. Even then he would not select bichlorid solution,. 
which, imprisoned under the glove, causes dermatitis. The 
technic of drawing on gloves aseptically—a very important 
matter—is not described; nor ig anything said concerning 
the repair of small rents and punctures—a detail of hos- 
pital economy that belongs to the operating room nurse 
and should be found in such a book as this. 

The administration of anesthetics is considered in rela- 
tion to certain practical details. This chapter, too, is not 
well balanced. There is described the administration of 
ethyl bromid—an anesthetic little used in this country— 
but nothing is said of ethyl chlorid, which has attained 2 
deserved popularity! The technics of spinal anesthestiza- 
tion, and of local anesthesia by endermatic injections, are 
described in detail. These latter belong to the operation 
itself and are out of place in this work. The author might 
better have devoted the space to useful suggestions con- 
cerning such modifications of the technic of narcotizing as 
are required by special operations. 

Chapter V. contains several very well executed half- 
tones illustrating the various positions of the patient on 
the operating table, as required for individual operations. 
We feel obliged to criticise figure 20, which shows the body 
inclined in Trendelenburg’s position, its weight borne 
against two shoulder crutches which, albeit rubber padded, 
are pressing deeply over the brachial plexuses, the arms 
drawn alongside the head, and the hands bandaged to- 
gether. Could any combination of factors be better calcu- 
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lated to produce brachial palsy! Indeed, the bandaging of 
the arms above the head is shown in some of the other 
cuts and referred to in the text. The blame is by no 
means wholly the author’s. These postures are all too fre- 
quently employed. While it is true that during many 
operations an arm—exceptionally both arms—must be 
drawn up, the anesthetist must see to it that they are never 
kept in a stretched position for any length of time; and the 
practice of tying the hands above the head cannot be too 
strongly condemned. 

Chapter VI. deals with the arrangement of the patient’s 
bed and certain routines of the early after-treatment. 
post-operative complications it refers to only two at any 
length, parotitis and dilatation of the stomach. It seems 
odd that the author should have taken up these rare com- 
plications and passed over entirely secondary hemorrhage, 
shock, poisoning by wound dressings, etc. ‘ 

Chapter VII. consists of eighty-two lists of instruments 
and accessories needed for various operations. This is a 
very useful feature of the work. The list will remind the 
operating room nurse concerning the most needed articles, 
although, of course, every operator has his preferences in 
tools, just as these lists appear to reflect the author’s pref- 
erences. 

In spite of our many criticisms we find much of excel- 
lence in this manual. To be sure, the field it attempts to 
‘cover has not been altogether uncultivated. Nevertheless, 
Fowler’s book has individuality. It limits itself to cer- 
tain important details of surgical methods. If, in another 
edition, it is improved by the correction of some inaccura- 
cies and by the incorporation of many things that properly 
belong to it—some of which we have referred to—it may 
well become an indispensable reference guide in every op- 
erating room. 


‘The Edinburgh Stereoscopic Atlas of Anatomy. Pre- 
pared under the Auspices of the Department of An- 
atomy of the University of Edinburgh by Proressor 
J. R. CunnincHam, M.D., D.S.C., LL.D., D.C.L. Ed- 
ited by Davin Waterston, M.A., M.D., F.R.C.S.E., 
F.R.S.E., Lecturer and Senior Demonstrator in An- 
atomy, University of Edinburgh. In five sections, of 
fifty stereographs each, in cloth cases; with hand 
stereoscope. New York: ImpertAL PusiisHinc Co., 
1905, 1906. By subscription only. Price, $50, net. 


This must be regarded as a most important contribu- 
tion to medical literature. So complete and altogether 
excellent a set of stereographs of anatomical dissections 
will go very far towards establishing the usefulness of 
stereoscopy in medical teaching, to which we have re- 
ferred in the editorial on page 149. 

The atlas consists of 250 stereographs, composing five 
sections of fifty each, each section dealing with a region 
of the body. Three of these sections have appeared. The 
other two are in preparation. The pictures are the photo- 
graphs themselves made from actual dissections. The 
various structures have been marked by the dissector with 
neat flag labels, bearing numbers. The stereographs are 
mounted on large, heavy cards, which bear also a brief 
description of the parts (written by Dr. Waterston), and 
a key to the numbered labels. 

Both the dissections and the photographic work give 
evidence of great care and precision. The various struc- 
tures stand out in the stereoscope with a boldness that is 
almost startling. Indeed, one feels almost as though the 
tissues themselves were before his eyes. The only thing 
lacking to complete the realism is color. Tinting the skin 
and muscles would add to the value of the stereographs 
perhaps only in this dramatic element of realism, but col- 
oring the nerves and bloodvessels would serve a truly 
useful purpose in rendering them easily differentiated 
without reference to the printed key. 

We make the suggestion cautiously, for it may not be a 
practical one. Since these stereographs are actual photo- 
graphs, the coloring would have to be by hand—which 
would add very much to their cost—and done with the 
nicest accuracy—else the stereoscopic effect would be im- 
paired. Perhaps, however, half-tones might be used, with 
effect almost as pleasing as photographs, colored by me- 
chanical processes. 


In one or two of the pictures, evidently not made from 
fresh subjects, we have noted that the stomach appears 
dry, stiff and shrunken, and thus distorted from its proper 
relations. 


A Text-Book of the Diseases of the Ear, Nose and Phar- 
ynx. By D. B. St. Jonn Roosa, M.D., LL.D., Pro- 
fessor of Diseases of the Eye and Ear in the N. Y. 
Post-Graduate Medical School and Hospital, etc., and 
BeaMAN Dovuctass, M.D., Professor of Diseases of 
the Nose and Throat, N. Y. Post-Graduate Medical 
School and Hospital. Octavo; 621 pages; 108 illus- 
trations. New York: THe MacmiLian Co., 1905. 


This work shows, on the whole, an earnest attempt on 
the part of the authors to present, what they state in their 
preface, “a treatise to assist practitioners and students of 
medicine to study and treat diseases of the ear.” The 
inclusion of diseases of the nose and nasopharynx, in 
connection with diseases of the ear, is in conformity with 
the modern conception of the close relation these organs 
bear to each other. A conservative spirit pervades the 
book; we would call especial attention to the chapters 
on the treatment of the acute affections of the middle 
ear. Undoubtedly the prophylactic treatment described, 
when pursued vigorously, helps to avoid serious compli- 
cations and extensive operative interference. 

This is an excellent reference book and a most useful 
guide, and well deserves recognition. 


A Treatise on Diseases of the Nose and Throat. By 
Ernest L. Suurty, M.D., Professor of Laryngology 
and Clinical Medicine, Detroit College of Medicine; 
Laryngologist, Harper Hospital, etc. Second edition. 
Revised. Octavo; 744 pages; 226 illustrations and 
several colored plates. New York and London: D. 
Appleton & Co, 1905. 


In the second edition of this work the author has of- 
fered to us a book which, while of much interest to the spe- 
cialist, appeals most strongly to the general practitioner 
and student. It deserves praise for the orderly arrange- 
ment of its subject matter, for its suggestiveness in the 
matter of treatment, and as an aid in diagnosis. The ad- 


* dition of a concise description of the pathology of the 


diseases discussed in the various chapters, helps undoubt- 
edly the understanding of the various clinical pictures; 
and this feature has been especially emphasized by the 
author in this work. Other good features are the clear 
type, the excellent illustrations and the colored plates. 
The book is in a manner representative of the work that 
is being done in this country in this department of medi- 
cine. 


Case Teaching in Medicine. A Series of Graduated 
Exercises in the Differential Diagnosis, Prognosis and 
Treatment of Actual Cases of Disease. By RicHarD 

Cazot, A.B., M.D., Instructor in Medicine in the 
Harvard Medical School and Physician to Out- 
Patients at the Massachusetts General Hospital. 8vo; 
214 pages. Boston: D. C. Heatu & Co., I 


The 78 cases contained in this book are designed “to 
aid the teacher in training his pupils to think clearly, co- 
gently and sensibly about the data gathered by physical 
examination.” No patient is presented, the instruction be- 
ing conducted from the narrated case records. The cases 
are given as they appear in hospital practice—the his- 
tory, the physical examination and such data as are gath- 
ered in the laboratory or in the operating room. Each case 
has a note in smaller type, for the benefit of the instructor, 
emphasizing the points which are to be brought out, giv- 
ing the diagnosis, prognosis and treatment. The cases are 
clearly stated, and call forth a vivid picture of the condi- 
tion; they are well selected, and sufficiently varied to cover 
a wide range. This little volume is intermediate between 
text-book work, clinic and quizz, and is so well planned 
that it will prove of great assistance to the teacher, by 
keeping him out of the rut of routine in which it is so 
easy unconsciously to travel. 
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The Principles and Practice of Medicine. Designed for 
the Use of Practitioners and Students of Medicine. 
By Wii Oster, M.D., Regius Professor of Medi- 
cine, Oxford University; Honorary Professor of Med- 
icine, Johns Hopkins University, Baltimore, etc. Sixth 


edition. Thoroughly revised. Royal octavo; 1,143 
New York and London: D. Appteton & Co., 
1906. 


“This book should be in every doctor’s library” is a 
phrase much hackneyed by reviewers more given to care- 
lessness and flattery than to thoroughness and sincerity. 
We are sure that no one will quarrel with us, however, 
for writing it of this classic of English medical literature. 
It has a place that scarcely another volume will fill, as 
well on the book-shelves of the eye specialist, the otologist, 
the gynecologist, as on those of the internist. A text-book 
for the student to read, and read again, and again; a ref- 
erence work that the practitioner can turn to each day, 
confident in the expectation of finding information! Its 
lucid style bears so much of the charming personality of 
the author, its mass of facts convey so much of the wisdom 
of his rich clinical experience,—would student or practi- 
tioner lightly part with his “Osler”! 

A work so generally read by the English-speaking pro- 
fession needs no extended review. The mere announce- 
ment of a new edition is almost sufficient. Very much 
new matter has been introduced. By reason of the em- 
ployment of a slightly larger page, smaller margins and a 
somewhat different style of type, this has been accom- 
plished, however, without any material increase in the 
bulk of the volume. .The diseases due to animal parasites, 
including protozoa, have been gathered together at the be- 
ginning of the volume. This section includes the most 
important data from recent studies of tropical diseases of 
parasitic origin, and will be found of unusual interest. It 
‘may be noted that, logically, amebic dysentery is considered 
in this section, while the dysenteries of bacterial origin are 
treated of among the intestinal diseases. 

In the section on specific infectious diseases fifty pages 
are devoted to a masterly description of typhoid fever, 
largely rewritten. 

As might be expected, the section on diseases of the 
blood and ductless glands shows many changes. The same 
may be said of the articles on gout and diabetes, of the 
section on diseases of the nervous system, in fact, of so 
many sections that even in a lengthy review it would be 
difficult to refer to them all. Indeed, the alterations of, 
and additions to, the fifth edition represent what has been 
real, what has been valuable, in the study of internal medi- 
cine during the past few years. 


A Manual of Diseases of Infants and Children. By 
Joun Ruwrdu, M.D., Clinical Professor of Diseases 
of Children, College of Physicians and Surgeons, Bal- 
timore. 1I2mo; 404 pages; 111 illustrations. Phila- 
delphia and London: W. B. Saunpers & Company, 
1905. Flexible leather. Price, $2.00 net. 


The undergraduate student, obliged to read and re-read 
the larger treatises on general medicine, general surgery 
and therapeutics, has scarcely time to digest the exhaustive 
text-books on special subjects. For these he needs more 
condensed manuals, sufficiently complete to supply the in- 
formation necessary to supplement his clinical work, and 
sufficiently brief to supply that information readily. Just 
such a manual is Ruhrah’s, and for just such service we 
commend it warmly. The author has displayed excellent 
judgment in the choice of matter to include and in the 
rejection of matter not within the scope of his work. 
While condensed, the book is in no sense incomplete. It 
‘covers all diseases of children and describes them lucidly 
and accurately. Indeed, it will be found acceptable to 
practitioners, for purpose of ready reference. The section 
on Infant Feeding occupies forty pages and presents the 
subject very clearly. That Ruhrah’s book is not intended 
to make students careless of more searching study is in- 
dicated both by the brief section on Pediatric Literature 
and by frequent references to journal articles, especially 
to those that afford bibliographies. We are pleased to 
note that the author has adopted the modern spelling of 
certain chemical terms (as of alkaloids), and has chosen 


the single vowel ‘in preference ‘to the awkward diphthong 
that disfigures so many words in medical nomenclature. 
The book is very well illustrated—every picture teaches 
something. The typography, too, deserves praise. 


A Reference Handbook of the Diseases of Children. 
For Students and Physicians. By Pror. FrerpINAND 
Fruuwatp, Chief of Clinic, Vienna Polyclinic. Ed- 
ited, with additions, by THompson S. Westcott, M.D., 
Associate Professor of Diseases of Children in the 
University of Pennsylvania. Octavo; 553 pages; 176 
illustrations. Philadelphia and London: W. B. Saun- 
DERS CoMPANY, 1906. Cloth, $4.50 net; Half Morocco, 
$5.50 net. 


We have found this work very useful for the purpose 
for which it was intended. The diseases are classified 
alphabetically, with numerous cross-references, and are 
discussed in a concise, practical manner, without over- 
elaboration. The practical character of the book has been 
additionally emphasized by the exclusion of all theoretical 
and merely academic considerations. Special attention 
has been devoted to therapy. In the main, the principles 
accord well with those held by American pediatrists. The 
author seems, however, to have an especial fondness for 
proprietary preparations. Another therapeutic measure 
which will strike the American observer with interest, is 
the frequent use of “cures” at the famous baths of Europe, 
such as Carlsbad, Ems, Kissingen, etc., especially in gas- 
tro-intestinal disorders. It is rare to see a work where 
the illustrations are so uniformly excellent. Altogether, 
the book can be highly commended. : 


The Physical Examination of Infants and Young Chil- 
dren. By THeron WENDELL Kirmer, M.D., Adjunct 
Attending Pediatrist to the Sydenham Hospital; In- 
structor in Pediatrics, New York Polyclinic Medical 
School and Hospital, New York. 12mo; 86 pages; 
59 illustrations. Philadelphia: F. A. Davis Company, 
1906. Cloth; 75 cents. 


The examination of adult patients differs from that of 
infants and children, both in technic and manner of ap- 
proach and because of certain differences in anatomical re- 
lations. Indeed, the proper examination of a baby or 
small child is an art that one not enjoying some famil- 
iarity with pediatric practise is scarcely apt to possess. 
Kilmer’s brochure describes very tersely the details of 
the physical examination of these patients and the man- 
ner, in general, of conducting it. It also touches, briefly, 
on blood, urine, sputum, stomach contents, and breast- 
milk examinations. Fifty-nine illustrations, most of them 
reproductions from photographs, embellish the text. For 
the most part, they are very excellent. Two of them de- 
serve some criticism,—figure 47, in which in the examina- 
tion of a child’s ear both nurse and doctor are standing, 
while the child’s legs and right arm are unrestrained; and 
figure 53. in which the funnel end of the stomach tube is 
held at rather too high a level. 

Kilmer advises “if adenoids are suspected, make a 
digital examination of the nasopharynx.” He might 
have added that in outspoken adenoid cases this procedure 
may be justifiably omitted. 

This little work makes no pretensions to completeness 
or originality. Indeed, it is extremely elementary and 
will prove serviceable only to students—for whom his di- 
dactic style indicates the author chiefly intended it. 


Essentials of Genito-Urinary and Venereal Diseases. 
Arranged in the Form of Questions and Answers. By 
Starting S. Witcox, M.D., Professor of Genito- 
Urinary Diseases and Syphilology, Starling Medical 
College, Columbus, Ohio. 12mo; 313 pages; illus- 
trated. Philadelphia and London: W. B. SAunpeErRS 
Company, 1906. Cloth, $1.00 net. 


The usefulness of the series of “Essentials” of which 
this book is one, is well attested by the great popularity 
which these quizz books‘have attained among the medical 
students of this country. This volume maintains the 
standard of excellence of the previous numbers of the 
series. 
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A Text-Book on the Practice of Gynecology, for Prac- 
titioners and Students. By W. Easterty ASHTON, 
M.D., LL.D., Professor of Gynecology in the Medico- 
Chirurgical College of Philadelphia, etc. Royal oc- 
tavo; 1,079 pages; 1,046 original line drawings. Second 
edition. Philadelphia and London: W. B. SAuNDERS 
& Company, 1905. Cloth, $6.50 net; half morocco, 
$7.50 net. 

In our critique of the first edition of this work we men- 
tioned its merits and its demerits, and called attention 
to the fact that it is a volume chiefly of use to those who 
have had little or no familiarity with the subject. That 
the first edition was exhausted in a few months plainly 
indicates that a work on gynecology written on the lines 
laid down for himself by Ashton has a decided usefulness. 
The second edition is, with but one or two very minor 
changes, simply a reprint of the first; it requires, there- 
fore, no further review. 


A Text-Book of Materia Medica, Therapeutics, and 
Pharmacology. By Grorce F. Butter, Ph.G., M.D., 
Associate Professor of Therapeutics in the College of 
Physicians and Surgeons, Chicago. Fifth Edition. 
Revised by SmitH Jerre, M.D., Ph.D., Pro- 
fessor of Pharmacognosy and Instructor in Materia 
Medica and Therapeutics in Columbia University 
(College of Physicians and Surgeons), New York. 
Octavo; 694 pages; illustrated. Philadelphia and Lon- 
don: W. B. Saunpers Company, 1906. Cloth, $4.00; 
Half Morocco, $5.00 net. 

In addition to the changes made in adapting this book 
to the latest pharmacopeia, this edition differs from the 
preceding in a new classification, “whereby the drugs whose 
predominant action is on one system of organs are 
grouped together.” All the newer drugs have been added, 
and especial attention has been paid to their toxicology. 
The volume has also been reduced in size by the use of 
more compact type. Both arrangement and text are very 
practical; and to the practitioner who desires to keep 
abreast of the newer therapy the work may be warmly 
commended. 


Nursing in the Acute Infectious Fevers. By GrorcEe 
P. Paut, M.D., Assistant Visiting Physician and Ad- 
junct Radiographer to the Samaritan Hospital, Troy, 
New York. 12mo; 200 pages; illustrated. Philadel- 
phia and London: W. B. Saunpers Company, 1906. 
Cloth, $1.00 net. 

This is a condensed manual of elementary and practical 
information for nurses. While it contains nothing that is 
not taught in their text-books, a useful purpose is served 
in having the essentials of fever-nursing separated in a 
form convenient for reference. The work is divided into 
three parts: The first treats of fevers in general; the sec- 
ond of each fever individually; the third deals with anti- 
toxins, bacteria, urine examination, poisons and their anti- 
dotes, enemata, topical applications, antiseptics, weights 
and measures, etc. At the very outset of the book we find 
these two paragraphs: 

“Fever is that condition of the human body in which the 
temperature is raised above the normal.” 

“The normal body temperature is 98.6° F., but it may 
vary a little either way depending upon several conditions.” 

The author would have been more accurate if he had 
omitted the word human from the first ‘sentence, and in- 
serted it in the second. 

On page 15 he says: “As a general rule the temperature 
is taken by mouth, but at certain times this is either not 
possible or desirable.” This is bad English and bad teach- 
ing. Nurses should learn to take the temperature always 
by the rectum, except when it is “either not possible or not 
desirable.” On the same page instructions are given for 
axillary thermometry. This inaccurate and outworn method 
should have no place in a modern book on fever nursing. 


Books Received. 


The International Medical Annual. 4 Year Book of 
Treatment and Practitioner’s Index. 1906. Twenty- 
fourth year. 8vo; 588 pages. New York: E. B. Treat 
& Co. Price, $3.00. 


Progress in Surgery. 
A Résumé of Recent Literature. 


The Significance of Anesthesia in the Treatment of 
Inflammations (Die Bedeutung der Anaesthesia in 
der Entziindungstherapie). G. Spiess. Muenchener 
Medizinische Wochenschrift, No. 8, 1906. 


For the last seven years the author has noticed that in- 
flammations were improved when the pain was relieved by 
artificial anesthetization. He has employed orthoform,. 
nirvanin, anesthesin, novocain, etc. To produce the bene- 
ficial effect, intimate contact with the wound (as after ton- 
sillectomy, excision of tubercular laryngeal ulcers) was 
necessary, until all subjective painful sensations were re- 
lieved. As the pain diminished the swelling also disap- 
peared. A beginning catarrh of the nose, in the same way, 
is aborted if continved application of, for instance, ortho- 
form powder is made until all abnormal sensations are 
abolished. In beginning furuncles of the neck 1-1% c.cm. 
of novocain solution injected will promptly abolish sensa- 
tion and lead to rapid resolution unless pus has already 
formed. Similar measures will relieve hordeola and furun- 
cles of the nose; small, irritated wounds of the hand are 
rubbed with orthoform rubbed up in water, until sensation 
is abolished None of the drugs mentioned is known to 
have distinct antiseptic properties of its own. 

The improvement must be ascribed to the interruption, 

by means of local anesthesia, of the reflex arc and conse- 
quent absence of reactive hyperemia. This will account 
for some of the good effects of the antipyretics, which are 
distinct nerve depressants and even anesthetics (when 
locally used). During sleep a nasal catarrh is improved 
because sleep acts as a partial anesthetic, and secretion 
thereupon is diminished. The irritation of sensory nerves. 
produces hyperemia (by the reflex arc); local anesthesia 
abolishes the reflex and either prevents or relieves the 
hyperemia. The drugs used must be such as limit their 
action to the sensory nerves and do not affect the normal 
function of the bloodvessels (therefore not cocain, for 
example). The anesthesia need be only of such a degree 
as to interrupt the reflex arc of the affected region. This 
theory accounts for the absence of inflammatory reaction 
in hysteria and insanity, in which burns, wounds, etc., 
often heal without reaction. In tabes, neuro-paralytic 
keratitis, etc., the conditions are different. Here we often 
have additional serious defects in the so-called trophic 
nerves, but it will be noted that in these diseases, syrin- 
gomyelia and other like affections, all active inflammatory 
reaction is wanting even in cases in which extensive de- 
struction of tissues occurs. Perhaps the good effects of 
Bier’s passive hyperemia are due to the partial anesthesia 
obtained, for Bier has mentioned that when the pain is 
not soon relieved, no good effects are obtained. 
_,To summarize: An inflammation will fail to develop 
if we succeed, by anesthetizing, in preventing the trans- 
mission of centripetal sensory impulses from the affected 
region. An inflammation already extant will rapidly re- 
solve if the inflammatory focus is anesthetized. The anes- 
thesia should influence only the sensory nerves and not 
interfere with the normal functions of the sympathetic 
(vasomotor) fibres. 


Massage of the Heart in Man, Especially in Chloro=- 
form Syncope (Le Massage du Ceur chez 'Homme 
en Particulier dans la Syncope Chloroformique). Cu. 
LENoRMANT, Revue de Chirurgic, No. 3, 1906. 


Massage of the heart in chloroform syncope has had a 


very discouraging reception by the profession, New ex- 
perimental facts and several successful human cases have,. 
however, directed renewed attention tu this measure. Ex- 
periments have shown that animals whose heart ceased 
beating, as the result of chloroform or of asphyxiation, 
coud be revived by cardiac massage practiced directly 
through a thoracic opening or, by an abdominal incision, 
through the unopened diaphragm. When fibrillary con- 
tractions resulted, true spontaneous contractions were not 
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resumed. Batelli found that a 240-volt alternating cur- 
rent sometimes overcame this difficulty, while Halluin 
discovered that an intravenous infusion of potassium chlo- 
rid (0.2 gms. to the kilo of body weight) was even more 
efficacious. 

In the human subject it was found in the 25 cases re- 
ported in the literature, that temporary resection of the 
left fourth, fifth and sixth ribs and their cartilages gave 
sufficient access to the heart, which then could be mas- 
saged without opening the pericardium. In this operation 
either immediate or subsequent injury to the left pleura 
frequently produced pneumothorax, and, in several cases, 
though the heart was revived, death appeared due to 
respiratory embarrassment. Median laparatomy, with in- 
cision of the diaphragm, affords ready access, but a wound 
in the diaphragm, very difficult to suture, remains. Lap- 
arotomy with massage through the intact diaphragm ap- 
pears the most conservative procedure. Of 25 cases in 
which cardiac massage was practised, the heart resumed 
its contractions in eight. Of these, four were completely 
resuscitated and permanently revived, but in three of the 
cases the heart had ceased beating for such a short period 
and resumed its action so soon after massage was insti- 
tuted, that it is likely that ordinary means of resuscitation, 
such as artificial respiration, would nave served a like 
purpose. Those cases in which massage is practised with- 
in I0 minutes of the cessation of the heart beat, offer tne 
‘best prospect of recovery. The abdominal route, unless 
the accident happens: during an operation on the thorax, 
should be selected. If syncope occurs during a laparot- 
omy the surgeon should at once begin the massage 
through the diaphragm, but, of course, artificial respira- 
tion, hypodermatic stimulation and other appropriate 
measures should be coincidentally employed. Electrifica- 
tion of the heart itself is dangerous. Intraarterial cen- 
tripetal infusions of salt solution are effective in animals, 
‘but have never been tried on human beings to restore the 
heart beat. Massage should therefore be regarded with 
greater favor and with greater confidence as a safe method 
> resuscitation in complete cardiac syncope from chloro- 
orm. 


A Plastic Operation for Restoration of the Cutaneous 
Nasal Septum (Der plastische Ersatz des Septum 
cutaneum). E. Lexer, K6nigsberg. Deutsche Zeit- 
schrift fiir Chirurgie, Bd. 81, Heft 5-6, 1906 


Various methods have been devised, from the Italian 
plastic method to flaps from adjacent parts. All have the 
disadvantage of leaving deforming scars. In a girl 8 
years of age, in whom the cutaneous and cartilaginous 
parts of the septum had been destroyed by hereditary 
syphilis, the author used the following original procedure 
with success. The upper lip was everted and put upon 
the stretch, then a pointed U-shaped flap was marked out, 
with its open base toward the teeth, extending almost from 
the exposed lip margin to the gums, and embracing mu- 
‘cous membrane and deeper tissues at the base, but be- 
coming thinner towards its tip. A narrow strip of mucous 
membrane was excised transversely at the base of the 
flap. The flap was then folded longitudinally upon itself 
and kept in this position by a few sutures which appeared 
upon the upper surface, but the very tip was left raw. 
transverse incision extending through the entire thick- 
ness of the lip was made close to the base of the site of 
the new septum, above the philtrum; the flap was pulled 
through this hole and the small raw surface in the flap 
attached to a freshened area at the tip of the nose where 
the nasal septum normally ends. The mucous membrane 
of the lip was drawn together, and all external scarring 
was avoided. A mild antiseptic salve (zinc-vaselin) was 
the only dressing. In the course of a week the flap grows 
smaller, and in a short time its pink color fades. 


A New Method of Lateral Anastomosis. Axrt WenrE- 
tus, Chicago. Surgery, Gynecology, and Obstetrics, 
March, 1906. 

This method is a modification of the McGraw elastic lig- 
ature anastomosis, by which new openings are immediately 
established. As in the McGraw procedure, guy sutures 


hold opposing surfaces of stomach and intestine, or two 
intestinal surfaces, as the case may be, in contact, which 
are fixed in their position posteriorly by a running almost 
through-and-through suture. Either twine, silk or silver 
wire sutures are passed into the lumen of both viscera as 
in the McGraw method, but not tied. These sutures are 
now nearly completely enclosed by continuing the poste- 
rior line of running suture anteriorly, until the circu- 
lar union is complete, the free ends of the silk ligature 
projecting between the sutures at one point. An assistant 
holds the united tissues firmly along the whole length of 
suture, while by alternate pulling on the right and left 
ends of the silk ligature the tissues are neatly cut through 
and an anastomatic opening is made. The thread escapes 
through the minute gap between the sutures. The be- 
ginning and end sutures are now tied and the operation 
is complete. 

_Experiments on dogs show the hemorrhage to be insig- 
nificant. The cutting thread moves straight, but should 
it encroach upon the suture line a reinforcing Lembert 
stitch will repair the damage. To ensure success it may 
be well to put the cutting thread in double, keeping one 
in reserve, lest the first one break. Of course, both threads 
must be removed after the anastomosis has been estab- 
lished. Microscopic examination of openings thus estab- 
lished shows almost complete absence of connective tissue, 
thus reducing the danger of subsequent contraction and 
stenosis. 


The Use of Gold Wire in the Operation for Radical 
Cure of Hernia (Ueber Anwendung der Goldnaht 
bet radikaler Hernienoperation). S. Arxet, Milan. 
Medizinische Klinik, No. 11, 1906. 


_ In the clinic of Professor Tansini a delicate gold thread 
is used in hernia operations. Four to five per cent. of in- 
fections or failures to obtain perfect primary union is the 
average when catgut or silk is employed. Gold has the 
advantage of great malleability, tensile strength and ready 
sterilizability. For the deep sutures a wire 0.375 mm. in 
diameter is used, for the superficial sutures the wire is 
0,234 mm. thick. Gold exerts a slowly developing but 
distinct antiseptic action, as proven by bacteriological 
tests. Of 360 cases of hernia in which this suture material 
was used every case healed by primary union, the patients 
being able to leave the bed on the seventh day. The price 
of the material is no greater than that of sterilized catgut. 


Perforated Ulcer of the Duodenum, with Report of 14 
Cases. S. Maynarp Situ, London. Lancet, March 


31, 1906. 


In nine of the cases there was a history of previous diges- 
tive disturbance, but in only three were the previous symp- 
toms suggestive of duodenal ulceration, i. e., pain and vom- 
iting some time after the ingestion of food. Hematemesis 
occurred in but one case and melena in none at all. In 
most instances the perforation took place while the patient 
was at work; in two cases after lifting a heavy weight. 
Severe pain and collapse were marked at the outset. This 
was followed by a period of well-being, which was again 
followed by a return of the symptoms and finally general 
peritonitis. The pulse was uniformly rapid at the onset (100- 
144). The author lays stress on the sick appearance which 
the patient early presents. These symptoms indicate merely 
an abdominal perforation; the localization to the duodenum 
may be diagnosed by (1) previous history of duodenal 
ulcer; (2) localization of the original pain to the right 
hypochondrium; (3) site, tenderness and rigidity at the 
time of examination (in six cases these were on the right 
side of the abdomen, in seven they were general); (4) 
symptoms referred to the right side of the abdomen, but 
with a definite history of onset in the hypochondrium. 
These cases frequently mimic appendicitis. Absence or 
diminution of liver dulness was present in only a minority 
of cases, and then only when the symptoms of perforated 
ulcer were obvious. The treatment consisted either in, 
suture, or excision of the ulcer and suture. The author 
bélieves in irrigation, inasmuch as better results were ob- 
tained in the cases where irrigation was employed. Of 
eleven operated cases, five recovered and six died. 
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Further Experiences in Intradural Anesthesia With 
Stovain and Novocain (Weitere Erfahrungen iiber 
Riickenmarksanaesthesie mit Stovain und Novokain). 
O. Hermes, Medizinische Klinik, No. 13, 1906 


The author attributes increased confidence in the method 
to the use of less toxic agents than cocain, and to the ad- 
dition of adrenal extracts. The method, as heretofore, 
consists in puncture of the spinal canal at the level of the 
second or third lumbar vertebra, in the median line, allow- 
ing a little cerebrospinal fluid to drip out, and slow in- 
jection of 0.05-0.06 stovain, or 0.I-0.125 novocain. ‘Lhese 
drugs are kept in sealed tubes combined with adrenalin 
and sodium chlorid, and are dissolved in 5 c.cm. of sterile 
water. Elevation of the hips after injection increases the 
extent of the anesthetic zone. Three hundred and sixty- 
seven cases were thus anesthetized. Of 114 cases in which 
stovain alone was used, 18 were insufficiently anesthetized ; 
in 9I cases of stovain-adrenalin narcosis, only 8 required 
general narcosis. The duration of the anesthesia aver- 
aged about 2 hours, and the insensitiveness usually ex- 
tended as far as the lower margin of the ribs. Novocain 
was employed in 162 cases, succeeding in 150, incomplete 
in 9, and absolutely failing in 3. In several of the unsuc- 
cessful cases the anesthesia was only unilateral, probably 
through some error in technic. Several times minor de- 
grees of collapse were noted, also headache or vomiting. 
Involuntary defecation occurred during some _laparoto- 
mies, chiefly in intestinal obstruction. 

Two deaths are recorded, both in cases of general sep- 
sis, in which this method of anesthesia should be avoided. 
Intradural anesthesia is particularly indicated in opera- 
tions on the lower extremities, perineum and genitals, in 
cases with heart or lung disease, and in the aged. Dur- 
ing laparotomies transient collapse is more likely to occur 
than during other operations. These experiences have 
been so encouraging that the method is very widely used 
in Sonnenburg’s clinic. 


Some of the Uses of Iodin in Surgical Practice. 
Joun E. Cannapay, Paint Creek, W. Va., Journal 
of the American Medical Association, April 14, 1906. 


Injections of iodin solution or of sterilized glycerin or 
olive oil emulsion (10 per cent.) of iodoform the author 
finds a very satisfactory method of treatment of cold 
abscess in patients of lowered resistance. A I to 1,000 
solution of iodin is of great value as an irrigation in uter- 
ine sepsis, suppurative arthritis, abscess cavities, empyema, 
boils, small abscesses and carbuncles. After emptying and 
removing necrotic tissue, Cannaday uses official ‘tincture 
of iodin. Lately he has been using an 0.5 per cent. solu- 
tion of iodin for hand disinfection as a final application, 
and also for the operation site, with excellent results. 
The formula for the solution is given as follows: Iodin 
2.5 gm.; potassium or sodium iodid 5.5 gms.; water 250 
c.c.; this to be diluted to any desired strength. He con- 
siders it the disinfectant par excellence for these purposes. 
In abscess cavities and septic infection there is increased 
tolerance of the drug. 


Scopolamine-Morphine Anesthesia: With Report of 
hirty Cases. Ricuarp R. Smiru. Detroit Medical 
Journal, March, 1906. 


Smith prefers to use, in conjunction with scopolamine- 
morphine. a small amount of chloroform or ether for the 
most painful parts of an operation rather than employ the 
scopolamine-morphine in full doses with the idea of dis- 
pensing entirely with chloroform or ether. While ordin- 
arily he uses ether almost exclusively, he prefers chloro- 
form when scopolamine is used. ; 

He found best the following dose—scopolamine 1-50 
(.0012), morphine % (.03). This is mixed by the drug- 
gist and put up in a dram of water. Twenty minims of 
this are given two and one-half hours before operation, 
the second twenty minims one and one-half hours, and the 
third one-half hour before operation. The mixture must 
not be over three days old, as it deteriorates rapidly. At 
the end of a week the action is markedly lessened. As 
the effects are quite lasting, it makes no great difference 
whether one starts the operation on time or not. 


Of the thirty cases reported, thirteen had no nausea, 
sixteen vomited slightly or moderately and one had severe 
vomiting. All. but this one case were able to take nourish- 
ment the next morning and several of them the same day. 
This means that within twenty-four hours the stomach 
was no longer a source of disturbance to them. Practical- 
ly every case slept several hours after operation without 
vomiting. Vomiting and pain usually seen immediately 
after operation were eliminated. Amount of chloroform 
used was but little. In all cases more or less quiet was 
produced, and in many the patient slept quietly while being 
taken to the operating room and during the preparation. 
Many of them have no remembrance of going to the operat- 
ing room. 

Smith sums up the advantages and disadvantages of 
scopolamine-morphine as follows: 

Advantages. 1.—Mental repose, tiding the patient 
through a trying experience in being taken to the operating 
room and the giving of the anesthetic. This is especially 
valuable with nervous patients. 

2.—A more rapidly induced anesthesia without retching 
or restlessness. 

3.—Preparation of the patient without chloroform, allow- 
ing it to be done without hurry and saving considerable 
time that the patient is under anesthesia. 

4.—The small amount of chloroform or ether necessary. 

5.—No mucus to impede respiration and irritate the 
stomach. 

6.—No vomiting or retching on the table or during the 
period following operation while the patient is still un- 
conscious. 

7.—Lessening of nausea and vomiting. 

Disadvantages. 1.—Limited experience in regard to the 
danger, compelling us to administer it only in well selected 
cases. 

2.—Uncertainty of its action as regards the amount of 
narcosis produced. 

3.—The trouble in being obliged to keep constantly a 
fresh solution on hand and the care necessary to see that 
the drug is accurately measured. Much of this will un- 
doubtedly be overcome. 

4.—Increased dryness of throat in a few cases. 

5.—Increased rigidity of abdominal walls in a few cases. 

6.—Increased capillary oozing in a few cases. 

(The last three objections are of no moment.) 


The Treatment of Acute and Chronic Suppuration with 
Phenol-Camphor (Die Behandlung akuter und chron- 
ischer Eiterung mit Phenolcampher). C. Enrticu, 
beg Muenchener Medizinische Wochenschrift, No. 
II, 1906. 


The author has found it impossible to apply the Bier 
hyperemia treatment because of the frequent change of 
assistance in the military hospital in his charge. On the 
other hand, he has been able to use phenol-camphor appli- 
cations and dressings with great success, particularly as the 
mode of employment differs in no way from ordinary 
methods of surgery. The solutions, and the details of their 
application have already been published in the columns of 
the AMERICAN JOURNAL OF SuRGERY. The use of such 
strong phenol solutions had no caustic or poisonous effect ; 
nor did a phenol reaction appear at any time in the urine. 
A wet dressing, covered with dry gauze, but not protected 
by rubber tissue, seemed most effective, slight evaporation 
evidently favoring the process. The suppurative processes 
showed no tendency to spread; on the contrary, early local- 
ization was the rule. Where suppuration had already oc- 
curred a small incision and loose tamponing with gauze 
impregnated in phenol-camphor rapidly cut short the proc- 
ess, purulent, soon being replaced by serous, discharge. 
Perhaps part of the good effects is due to the hyperemia 
which is brought about, manifesting itself by a feeling of 
warmth. In all, 96 cases were treated, chiefly panaritia, 
phlegmons, ulcers of the leg, fissures of the anus, furuncles, 
erysipelas, tubercular fistula, and infected wounds. By 
comparing the statistics of previous years with those of 
phenol-campher treatment, the author shows that healing 
was greatly accelerated, without the appearance of unpleas- 
ant complications. 
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The Position of, and Mortality from, Ethy! Chlorid 
os a General Anesthetic. W. J. McCarpir, Birming- 
am. 


Notes on Ethyl Chlorid. H. Astiey Knicurt, Bristol. 
British Medial Journal, March 17, 1906. 


McCardie calls attention to the fact that ethyl chlorid is 
not nearly as safe an anesthetic as has been supposed. In 
Germany, reports indicate a mortality of about 1-17,000, 
while in England the deaths that McCardie has collected 
give a mortality of about 1-3,000. This mortality approaches 
closely that of chloroform. The difference in the statistics 
between the two countries, according to the author, seems 
to be due to the difference between the open and closed 
method of administration, the former being used in Ger- 
many, the latter in England. The author advises, there- 
fore, that the open method should be used. Most of the 
deaths have occurred in adults; in children it is, therefore, 
a safe anesthetic. As indications for its use, McCardie 
mentions short surgical operations, and examinations 
where relaxation is required. In eye work and in adenoid 
and tonsil work it is especially valuable, also as a prelimi- 
nary to etherization. Inasmuch as most of the deaths have 
occurred in dental operations, ethyl chlorid should not be 
used where nitrous oxid is indicated or available. Both 
McCardie and Knight insist that before administration the 
patient should be prepared as for chloroform or ether. As 
contraindications, McCardie mentions laryngeal obstruc- 
tions, fatty heart and coronary sclerosis. 

[We need not accept the high mortality rate furnished 
by McCardie, for several of the deaths he includes are cer- 
tainly not to be laid to the ethyl chlorid.] 

Knight confines himself more to the technic of adminis- 
tration. He uses an ordinary Clover bag with a two-way 
stop-cock inserted into the middle of the tube. This en- 
ables the anesthetist to spray ethyl chlorid into the bag 
during the administration, and also permits the emttance of 
air, if it be required. He also uses an ethyl chlorid inhaler 
with a glass tube in the angle piece, containing about 10 
c.c. of the drug; there is a tap to control the amount of 
anesthetic used, which can be easily measured and the 
dosage can thus be accurately gauged. 


The Results of the Surgical Treatment of Exophthal- 
mic Goiter. B. F. Curtis, New York. Annals of 
Surgery, March, 1906. 


Surgical intervention in exophthalmic goiter has de- 
creased in favor, but other methods have not shown im- 
proved results. Surgery should be reserved for severe 
cases which resist medical treatment, but intervention 
‘should not be postponed until too late. The operations 
to be considered are sympathectomy and partial thyroidec- 
tomy. Of five cases of sympathectomy one relapsed, one 
remained cured: for five years, one improved greatly, one 
was greatly relieved, and one died. The operation, how- 
ever, is more difficult than thyroidectomy, and cannot be 
performed under local anesthesia. 

In thyroidectomy experience has shown that acute thy- 
roidism (hyperpyrexia, marked increase of all the car- 
dinal symptoms, albuminuria and usually death) can best 
be avoided by operating under local anesthesia and by 
performing the operation at several sittings, at each of 
which some of the thyroid vessels are ligated. Acute 
thyroidism may appear in a patient with goiter as a sequel 
to an operation on a distant part, for instance after a lap- 
arotomy. Of Curtis’ fourteen patients on whom he per- 
formed partial thyroidectomy four died, eight were cured, 
and two relapsed. One of the relapses was cured by a 
subsequent sympathectomy. Schulz advises another par- 
tial thyroidectomy on relapsed cases. 

As a result of operation the exophthalmos is lessened, 
but rarely disappears entirely. The remaining part of the 
thyroid gland usually remains stationary. In many cases 
the tachycardia disappears; in others it remains, but is 
no longer subjectively noticed by the patient. The tremor, 
nervousness, excitability and insomnia at once lessen and 
the anxiety disappears. In 136 cases from the literature 
17 deaths are noted, and about 100 were completely cured. 


The Treatment of Buboes by the Bier Method. (Ueber 
Bubonenbehandlung nach der Bierschen Methode). F. 
Mosss, Berlin. Medizinische Klinik, No. 13, 1906. 


Twenty-five buboes were treated. Where suppuration 
had occurred the skin was disinfected and a narrow scalpel 
thrust into the abscess, then a cup was applied over the 
whole affected area and suction made. The patient’s state- 
ment is the best guide; no pain should be occasioned. 
Daily treatment lasting 34-1 hour is employed. The method 
gave the impression of materially shortening the time of 
illness; it is painless and not unpleasant to the patient, and 
has the advantage of preserving glands which are but 
slightly affected. By this means painful tamponing, and 
large incisions are avoided. Oblong cups forming segments 
resembling the outline of a hen’s egg, and with broad, 
rounded edges, are the best. ; 


Appendicitis; Ideas Concerning Its Management Based 
on 1,000 Operations. Van Buren Kwnort, Sioux 
City. Journal of the American Medical Association, 
April 14, 1906. 


_ Van Buren Knott is an advocate of immediate operation 
in all cases, save when the patients are already moribund 
or in the small class in which the added shock of the 
anesthetic and of the operation itself would directly favor 
a fatal result. ‘In clean cises, that is, those in which the 
infection is still confined -» the appendix, there should 
be practically no mort2*‘) from the operation, and in 
cases in which pus has *\2ped and peritonitis has ensued 
it should still be small. During the years 1893-1905, in- 
clusive, he has operated in over a thousand cases of ap- 
pendicitis. Of these 650 were clean cases, 384 were pus 
cases; that is, the infection had escaped from the appen- 
dix and produced localized or diffused septic process. Of 
the former class only one patient died, or 0.6 of I per 
cent. Among the pus cases there were 30 deaths, or 8 
per cent. Knott strongly advises in all cases an ele- 
vated position of the head and trunk, with the patient 
turned to the right side, so as to cause gravitation toward 
the lowest point, as a preoperative measure. Then an ice- 
bag can be applied to the part and all feeding discontinued. 


Appendicectomy. Lanz. Muenchener Medizinische 
Wochenschrift, No. 4, 1906. 


Lanz bases his remarks upon 1,286 cases of appendicitis 
and its complications, with 710 appendicectomies without 
one death. He believes that this result is due to the fact of 
either operating early or waiting for the interval, if the 
patient is seen late, because during the height of the at- 
tack waiting is safer than operating. In a difficult case, re- 
cently, the author employed an operation in two stages. 
The appendix was found in the pelvis densely adherent to 
the rectum and embedded with its apex in solid exudate. 
Aiter ligating the base of the appendix, attempts to remove 
it by retrograde shelling out were unsuccessful, as was the 
effort to peel out the mucous membrane. The base of the 
appendix was, therefore, sutured in the angle of the wound. 
Nine months later, under cocain infiltration, it was found 
easy to remove the much-shrunken appendix, which, near 
its apex contained a (sterile) extra-appendicular abscess. 
A somewhat similar case was more recently operated upon 
with equal success. 

Lanz concludes that whenever feasible it is well to oper- 
ate on the first or second day of the attack. During the 
height of the attack he operates only for vital indications, 
limiting the interference to opening an abscess or draining 
the peritoneum. If an exudate shows signs of progressing 
to suppuration it should be incised. In light cases without 
exudates, he operates immediately after the attack; in cases 
in which the exudate is rapidly absorbed, he waits at least 
one month; in those with persisting exudate he waits at 
least three months. 


The Prognosis of Post-Operative Femoral Phlebitis. 
BENJAMIN R. ScHENCK, Detroit. New York Medical 
Journal, March 31, 1906. 


Schenck has followed the post-operative history of 48 
cases and arrives at the following conclusions: (1) All 
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‘patients have symptoms varying from two to four months. Case of Intrahepatic Biliary Calculi. H. R. VacHet 


(2) If the symptoms persist longer than six months (by 
which time the collateral circulation is probably as com- 
pletely established as it ever will be), there is small chance 
that they will ever disappear. (3) In about 65 per cent. of 
all the cases there is never complete freedom from attacks 
of pain and swelling. 


Remarks on Acute Intestinal Obstruction. Howarp 
LitrenTHAL, New York. New York Medical Journal, 
April 7, 1905. 


In a somewhat cursory review of the subject Lilienthal 
introduces a few points that are of much practical inter- 
est. In the first place, it is more important to diagnose 
the fact of an obstruction than its variety. The indication 
for operation can as a rule be easily made. Even in cases 
of general peritonitis simulating obstruction of the bowel, 
the indication to relieve the obstruction by emptying the 
‘bowel, is just as strong. The author believes that in such 
cases, the mere distension is sufficient to strangle the in- 
testine by angulation. He also believes that washing of 
the stomach is out of place, before the diagnosis and in- 
dication for operation have been determined. It may lead 
to the same misleading conclusions as the administration 
of morphin in appendicitis. A case is reported in which 
the operation was delayed, with almost disastrous results, 
because the vomiting ceased after washing the stomach. 
The author also calls attention to the frequency of angu- 
lation of the sigmoid. This form of obstruction may be 
relieved by enemata, with the precaution that it should 
be given with the hip well elevated. Finally, Lilienthal 
emphasizes the necessity of emptying the intestine of gas 
and fluid before any further manipulation is done. 


‘Cancer of the Rectum. W. J. Mayo, St. Paul Medical 
Journal, April, 1906. 


After a critical review of the various methods that have 
been devised for high cancer of the rectum, Mayo de- 
scribes the operation that he practices. It is a modified 
form of the "ate operation, the tumor being attacked by 
the abdomino-perinea]l route. With the patient in a high 
Trendelenburg position, a median incision is made. The 
limits and relations of the tumor having been noted, the 
lower end of the sigmoid, at about the level of the sacral 
promontory, is divided between two clamps. The proximal 
end is brought out of the wound and closed with a purse- 
string suture. A gridiron incision is then made on the 
right side, as for an appendicectomy, and the sutured end 
of the sigmoid is pulled through this opening and sutured 
in place, so that about three-fourths of an inch of the 
‘bowel is left projecting. The distal stump is now closed 
by inversion, and the bowel is carefully dissected away 
from the pelvic contents and sacrum down to about the 
point where the middle hemorrhoidal vessels supply the 
rectum. The entire area is now packed with moist hot 
gauze and the patient is placed in the perineal position. 
After closing the anus with a suture, a circular incision is 
made around the anal margin, and the rectum is dissected 
away from the prostate and urethra or the vagina up to 
the point where the dissection had been conducted above. 
An assistant passes the abdominal end through the peri- 
neum and the whole is removed. The peritoneal denudation 
in the pelvis is closed as well as possible, with drainage 
through the perineum. The sigmoid trap is pulled down 
over the exposed surface, and in the female the uterus and 
broad ligaments are adjusted with a few sutures to aid in 
covering. The abdominal wound is closed and the perineal 
is narrowed to the proper dimensions. The end of the 
sigmoid is opened at the end of twenty-four hours. The 
advantages of the operation are these: the radical removal 
it affords; the anus placed in a position that permits easy 
inspection and cleansing; the sigmoid trap obviates fre- 
qaent stools and the intermuscular incision gives a fair 
degree of control. Mayo reports 19 cases, of which 5 
died in the first month. Of four cases that passed the 
three year limit, two are alive and well. 


and W. M. Stevens British Medical Journal, Feb- 
ruary 24, 1906. 


The author reports the case of a man, fifty-two years of 
age, who gave a previous history of typhoid fever. For 
many years he had been subject to attacks of biliary colic 
without jaundice. The final attack began one month be- 
fore the death of the patient, and presented the symptoms 
of common duct obstruction, with irregular fever and en- 
largement of the liver. At the autopsy, the gall-bladder 
contained no calculi, but the common duct, the hepatic duct 
and the ducts within the liver were greatly dilated and 
contained numerous calculi. 


The High Mortality of Appendicitis During Pregnancy 
(Ueber die hohe Mortalitét der Perityphlitis wiaihrend 
der Schwangerschaft). H. Firu, Muenchener Medi- 
zinische Wochenschrift, No. 9, 1 


Faul F. Mundé first pointed out the greatly increased 
mortality of appendicitis during pregnancy. Additional 
Statistics have sustained this observation. Boije collected 
42 cases, which showed the high mortality of 52.3 per 
cent. The reasons for the increased seriousness of the 
disease during pregnancy have been variously explained. 
Some authors regard the stretching of adhesions and 
of the appendix itself, as the main cause; others are in- 
clined to ascribe to displacement of the appendix, and to 
consequent disturbance in its nutrition, the serious course 
of the disease. The author lays stress upon the blocking 
of the pelvis by the pregnant uterus. This prevents locali- 
zation in the more resistant pelvic cavity and mechanically 
obliges pus to collect in the general abdominal cavity. 
During gravidity the cecum, and with it the appendix, 
physiologically rise upward until they arrive near the lower 
border of the liver, and, of course, if appendicitis ensues 
the inflammation takes place at this new site. Among the 
42 cases of. Boije, four appear as early operations. Of 
these only one recovered, and that was the one in which 
the pregnancy was not interrupted. It would seem, there- 
fore, that opium treatment after operation, in order to 
prevent abortion, might reduce the number of fatalities. 
Of 14 cases operated upon later than three days after the 
onset of the attack, ten died. 


Contribution to the Study of Inguinal Hernia of the 
Uterus (Beitrag zur Kenntniss der Hernia Uteri In- 
guinalis). HILGENREINER. Berliner Klin- 
ische Wochenschrift, March 12, 1906. 


The author reports a case and gives a short summary of 
the literature of inguinal hernia of the uterus. The case 
was that of a virgin, aged 53, afflicted with melancholia, 
who had been submitted to a previous operation for ingui- 
nal hernia. The operation was unsuccessful and six years 
later she was again operated upon for an incarceration. At 
this operation the sac contained cecum, appendix, uterus 
and right adnexa. The uterus was densely adherent to the 
sac. After separation of the adhesions, the organ was 
fixed to the large inguinal opening, thus acting in the man- 
ner of a truss. Recovery was uneventful and it is peculiar 
to note that the melancholia disappeared after the opera- 
tion. 

The author has collected thirty-nine cases from the liter- 
ature. Most of the cases have occurred in middle-aged 
women who have borne children. In about half the cases 
the hernia is congenital, and is associated with some form 
of congenital malformation of the genital tract. In conse- 
quence, the history usually contains some mention of ab- 
sence of menstruation. ‘The left side is more frequently 
affected than the right. The hernia is always the “sliding” 
variety and the sac usually contains either the cecum or 
sigmoid. The diagnosis in most cases is easy, not only 
from the data obtained by vaginal examination, but also 
from the history of amenorrhea, the presence of congenital 
malformations, and the presence of a hard, solid mass in 
the tumor. In eight cases the uterus was pregnant. The 
therapy is obvious. 
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Absence of the Uterus Associated with Bilateral Ova- 
rian Hernia and Vicarious Hemorrhages. : 
GitimorE, Chicago. American Journal of Obstetrics, 
April, 1906. 

The patient was an unmarried woman of 28, who con- 
sulted the dispensary because of double inguinal hernia. 
Incidentally it was ascertained that she had never men- 
struated, but, while in good health, regularly had profuse 
epistaxis each month. Physical examination showed nor- 
mal external genitalia of the infantile type, with short 
rudimentary vagina ending blindly. At operation the her- 
nial sacs were found to contain the ovaries, no utcrus or 
Fallopian tubes being demonstrated. The patient’s hab- 
itus was distinctly feminine, her sexual instincts also. 
The author mentions the possibility of male hermaprodi- 
tism, as no microscopical section of the ovaries was ob- 
tained, and does not deny that a very small rudimentary 
uterus might have escaped notice. 


Stenosis of the Rectum Due to a Calcified Uterine 
Myoma (Stenose des Rektums, bedingt durch ein 
verkalktes, ausgestossenes Uterusmyom). E. Payer, 
— Deutsche Zeitschrift fiir Chirurgie, March, 
I 


The patient was 70 years of age, unmarried, and had 
suffered from uterine hemorrhages many years before. 
For several years severe constipation and pain on defe- 
cation had existed, and during the last four months symp- 
toms of complete obstruction had occurred at frequent 
intervals. In consequence, the general condition was one 
of extreme emaciation and cachexia. Rectal examination 
showed a hard mass in the anterior rectal wall, adherent 
to the uterus and the upper end of the vagina. Edematous 
rectal mucous membrane, but abserice of ulceration, was 
noted. On account of the immobility of the tumor and 
its intimate connection with uterus and vagina the diag- 
nosis of inoperable rectal carcinoma was made and a lapa- 
rotomy for the establishment of an artificial anus advised. 
At the laparotomy the mass was inspected and proved to 
be a hard, yellowish tumor, incarcerated in Douglas’ cul- 
de-sac, and surrounded by adhesions. The tumor was 


removed, and found to be a calcified myoma. Recovery 
was uninterrupted and complete. 
Bilateral Torsion of the Fallopian Tubes. Matcorm 


Stover, Boston. Boston Medical and Surgical Jour- 
nal, March 15, 1906. 

Stover reports a case in which at operation the right 
tube was the seat of a hydrosalpinx and was rotated 360°. 
There was no strangulation. The tube was easily un- 
twisted and removed. On the left side, the rotation ex- 
tended 180°, but the tube was strangulated. Distally there 
was a hematosalpinx formed from what evidently once was 
a hydrosalpinx. Excluding the cases of tubal torsion as 
the result of ovarian tumor, Stover has collected 62 cases 
in the literature. The torsion results in tubes that are 
the seat of hydrosalpinx in their distal part and that are 
free from adhesions. Why twisting should occur in such 
tubes is difficult’ to say. The diagnosis has been made in 
but one case. It can be made only when it is definitely 
known that a hydrosalpinx is present, prior to the advent 
of the acute symptoms, that it has grown rapidly in size, 
end especially that a previously pelvic tumor has become 
abdominal. Subjective symptoms include attacks of sharp 
pain that may be repeated, metrorrhagia and vomiting. 
There is no muscular spasm or fever. 


Menstruation During Lactation (Ueber das Verhalten 
der Menstruation wihrend des Stillens). E. Essen- 
Zentralblatt fiir Gyndékologie, No. 6, 1906. 


Contrary to the usually accepted idea, as also stated in 
most text-books, the author found that of 428 women nearly 
60% noticed a reappearance of menstruation during lacta- 
tion, and more than one-third of the patients began to 
menstruate as early as the second month. No difference 
between multipare and primipare was noted. No cause is 
known for the disappearance or reappearance of the men- 


strual function during lactation; that ovulation proceeds 
during this time is abundantly proved by conception dur- 
ing lactation amenorrhea. 


The Flat-Foot Series of Disabilities and Deformities 
of the Foot. J. M. Berry, Troy, N. Y. Albany Med- 
ical Annals, April, 1906. 

Berry says that the common method of testing for flat- 
foot by means of an imprint is a deceptive one. Some feet 
that give a normal print are often the most painful, while 
others that present a very broad print are not painful at all. 
More important, in the diagnosis, is the characteristic walk, 
the pronation of the foot, dislocation, diminished mobility, 
and presence of muscular spasm. The author calls atten- 
tion to the frequency of the diagnosis of “rheumatism” in 
cases of flat-foot. Many cases that have been subjected to 
months of anti-rheumatic treatment may sometimes be re- 
lieved by appropriate treatment. Mild cases may be 
relieved by the simple means of instruction in the proper 
method of walking (feet parallel) and by the application of 
a pad or arch beneath the sole. Where muscular spasm 
and dislocation exist these must first be removed. An 
anesthetic is sometimes necessary for this, which should be 
carried out as follows: (1) Extend sharply the foot on the 
tarsus; (2) forcibly invert and adduct, and (3) flex again 
to 90 degrees, maintaining the adducted and inverted posi- 
tions. (4) The foot is then retained in this position by 
adhesive plaster and in severe cases by plaster of Paris. 
Massage and hot and cold applications are necessary to 
restore the circulation and to strengthen the muscles. After 
the spasm and deformity have been overcome, a proper 
brace is applied and a correct shoe is ordered. The indis- 
criminate use of braces, the moment the diagnosis has been 
made, is to be condemned. 


An Inexpensive Mechanical Treatment for Anterior 
Metatarsalgia. ErNest BAyeEN Younc, Boston. Bos- 
ton Medical and Surgical Journal, March 29, 1906. 


This method consists in the application of a small piece 
of leather or button to the sole of the shoe at a point where 
the patient finds comfort therefrom. This point is usually 
at the base of the metatarsal bones, at about the middle of 
the sole. The piece of leather is beveled and the thickness 
and slant are regulated by the feélings of the patient. The 
author, being himself a sufferer from metatarsalgia, can 
vouch for the efficacy of his method of treatment. 


Pott’s Fracture—Special Reference to the Disability 
Which So Frequently Follows. B. E. McKenzie. 
—— Journal of Medicine and Surgery, March, 
1906. 

McKenzie shows that disability after Pott’s fracture is 
most frequently due to pronation of the foot. He there- 
fore advises that in the dressing of the fracture the foot 
should be overcorrected to the utmost limit by rotation 
inward. This brings the malleoli together and the body 
weight falls upon the outer side of the foot. It should 
always be ascertained whether there was any antecedent 
tendency toward undue pronation. This is important from 
a medico-legal standpoint, because it may be claimed that 
the disability was consequent to the fracture. When dis- 
ability has occurred it should be remedied by mechanical 
means or by operaion. The mechanical methods consist 
in the application of a proper brace and in raising the 
inner border of the shoe. In operating it will be necessary 
to fracture the tibia as well as to separate the fragments 
of the fibula. 


\ 
The Radical Cure of Femoral Hernia (Zur Radikalop- 
eration des Schenkelbruchs). F. Bernot. Muench- 


ener Medizinische Wochenschrift, No. 8, 1906. 


Various methods have been proposed to assure the ready 
approximation of Poupart’s ligament with the periosteum 
of the pubic bone, for it often proves difficult to pass the 
needle securely through the periosteum. Berndt has used 
a modification of Lotheisen’s method, which obviates the 
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difficulty. The skin incision is made parallel to, and at 
the level of, Poupart’s ligament, the sac 1s isolated, opened, 
tied off and cut away as usual. Now the external open- 
ing of the inguinal canal is exposed, the fascia of the ex- 
ternal oblique muscle split outward for a distance of 
2-24% inches, and the lower edge of the fascia retracted 
downward. ‘Then the spermatic cord or the round liga- 
ment is isolated and raised upward and sutures passed 
through the lower border of the internal oblique and trans- 
versalis muscles; the muscles are retracted and the needle 
is carried through the periosteum and directly outward 
through the femoral canal. The free ends of the sutures 
are also passed through the canal, and the sutures tied. 
Thus the deep opening of the femoral canal is protected by 
a thick muscular wall. Poupart’s ligament can then be 
sutured in the usual way to completely obliterate the her- 
nial canal. ‘The external oblique fascia is resutured over 
the replaced cord, and the skin wound closed. 


Is Catheterization (Inflation) Permissible in Acute 
Otitis Media Purulenta, on Account of the Dangers 
of a Complicating Mastoiditis? A. Scuutz. In- 
augural Dissertation, University of Berne. 


The experiment was made upon 44 dead bodies, in order 
to decide this question. An injection was made, through 
the posterior superior quadrant of the drum, into the 
tympanic cavity, with the Pravaz syringe. One-quarter- 
one-half-one cubic centimeter of methylen-blue-glycerin or 
methylen-blue-pus was used as the injecting fluid. Infla- 
tion with the catheter was carried out, and the mastoid 
cells were then opened to find out whether any of the 
coloring agent had reached the mastoid cells. Where 
there was a large perforation in the drum, in 16 cases, 
only once did this occur. Where there was a small per- 
foration, in 18 cases, it occurred 17 times. Where the 
injection was simply into the tympanic cavity, without 
the use of inflation, in 8 cases, it occurred once. ‘The 
author comes to the following conclusions: That inflation 
of the middle ear in cases of acute otitis media purulenta, 
when the perforation is small, is a dangerous procedure, as 
it may cause mastoiditis. 

[Should we not bear in mind that the communication 
between the tympanum and the mastoid cells in the dead 
body differs vastly from that of the living body, where 
there is present an acute inflammation in these parts? 
The tumefaction alone of the lining membrane of the 
tympanum, antrum, etc., is sufficient to offer an obstruc- 
tion to the passage of the secretion, especially so when 
there is provided a path of least resistance, by a fair-sized 
opening in the drum. Inflation of the middle ear, when 
secretion is present, is an important part of the treat- 
ment of this class of cases, and small perforations should 
not be allowed to exist.] 


The Effects of Violet Infusion on Malignant Growths. 
Wma. Gorpon. The Lancet, February 17, 1 

Gordon cites four cases in which results from the use of 
an infusion of violets were so “remarkable” that he has 
deemed it worth while to publish them. The first case 
was an ulcer of the tongue, the second an ulcer of the 
cervix. The clinical diagnosis in both cases was “car- 
cinoma,” but in neither was a microscopical examination 
made. The third case was one of “leukoplakia” of the 
tongue in a patient with a clear history of syphilis. Here 
a microscopical examination reported epithelioma. This 
case “recurred” and required subsequent removal. The 
fourth and last case was undoubtedly, both clinically and 
microscopically, a case of epithelioma of the mouth and 
lower jaw, but it is difficult to see why the author reports 
this case among the “remarkable” results, inasmuch as he 
admits that the patient was not improved under treatment. 
He consoles himself by ascribing the poor result in this 
case to alcoholism. 

The infusion is made by soaking fifty “Princess of 
Wales” violets in a jug filled with a pint of boiling water. 
The jug is allowed to stand for twelve hours, and the 
green liquid is poured off. Half of this is taken by the 

atient in divided doses during the day. The other half 
is applied locally. 


[A priori, one has perfect justification in condemning a 
therapeutic experiment that is not based on rhyme or 
reason. Why the author selected violets in preference to 
geraniums or tulips or four-leaf clovers, is not manifest. 
Critically, the four cases which the author reports cannot 
stand, either as authentic cures or as cases of cancer. No 
case can be pronounced cancer without microscopical proof. 
This is especially true of ulcers on the tongue and cervix. 
The third and fourth cases can be excluded without further 
ceremony, inasmuch as one “recurred” and required sub- 
sequent complete removal, and the fourth derived no bene- 
fit. We do not predict a brilliant future for this method 
of treatment. ] 


A Protozoan-like Microorganism in Malignant Tumors 
and Transmissible Tumors Produced With It in 
Animals (Ueber einen protozoenihnlichen Mikro- 
organismus in malignen Tumoren und durch diesen 
erzeugte transplantierbare Geschwulstformen beim 
Tiere): O. Scumuipt. Muenchener Medizinische 
Wochenschrift, No. 3, 1906. 


Schmidt claims to have found an ameba-like parasite 
in malignant tumors, also that this parasite can be culti- 
vated in a kind of symbiotic growth with mucor race- 
mosus in sugar media. Animals injected with this mixed 
culture developed malignant tumors which in turn could 
be used for re-inoculation. Uninfected mucor mixed with 
tissues from malignant growths promptly showed the para- 
site. Sterilized cultures injected into cancer patients caused 
a local and general reaction similar to that of tuberculin. 
Schmidt regards the mucor as the intermediate host of the 
parasite. 


A Case of Post-Traumatic Hemorrhage from the Supe=- 
rior Longitudinal Sinus without Fracture of the 
Skull; Operation and Recovery. E. F. Buzzazsp and 
JosEPpH CuNNING, Lancet, March 24, 1906. 


The patient, a man 25 years old, fell on the back of his 
head, inflicting a small scalp wound. which healed in a 
couple of days. Thirteen days later he came back to the 
hospital complaining of constant headache. At this time 
there was noted a slight paresis of the left arm and leg 
and some increase in the left knee-jerk, and a Babinski re- 
flex. Two days later the patient had begun to vomit; the 
hemiplegia was almost complete; he was drowsy; the pulse 
was between 60 and 70; the fever subnormal; there was 
hemianopsia, with left reflexes much exaggerated, and 
ankle clonus. A diagnosis of cerebral abscess was made 
and the patient was trephined over the right Rolandic area. 
A large clot was found, partly old, and the bleeding was 
traced to the superior longitudinal sinus; this was clamped 
and packed and the remainder of the wound was closed. 
Convalescence uneventful, the paralysis and other phe- 
nomena completely disappearing. 


The Treatment of Sciatica by the Infiltration Method 
of J. Lange (Zur Therapie der Ischias mit der In- 
filtrationsmethode nach J. Lange). Rtpicer, Berlin. 
Medizinische Klinik, No. 10, 1906. 


The author reports ten cases of persistent sciatica 
treated by the injection method. The patient is placed 
upon the healthy side and the line connecting the trochan- 
ter major and the tuber ischii divided into three equal 
parts. After the usual antiseptic preparation the skin is 
anesthetized by an injection of a few cubic centimeters of 
Schleich’s solution, where the inner and middle thirds of 
the above-mentioned line meet.  sterilizable syringe 
armed with a needle to cm. in length, and not too delicate, 
is thrust perpendicularly inward until lightning-like pains 
show that the sciatic nerve has been reached. About 
60-150 c.cm, of a 1/10 per cent. beta eucain solution in 
8/1o per cent. salt solution (both freshly boiled) are slow- 
ly injected. It may be necessary to repeat the injection 
3-5 times after a suitable interval has elapsed. All but 
two cases were permanently cured. The result is prob- 
ably due to stretching of adhesions, changes in the circu- 
lation, etc. 
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